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LONG-TERM  CARE  AND  THE  OLDER  AMERI- 
CANS ACT:  LESSONS  AND  LEADERSHIP 
FROM  WASHINGTON  STATE 


FRIDAY,  FEBRUARY  15,  1991 

U.S.  Senate, 

Subcommittee  on  Aging,  of  the  Committee  on  Labor  and 

Human  Resources, 

Tacoma,  WA 

The  subcommittee  met,  pursuant  to  notice,  at  9  a.m.,  in  the 
Council  Chambers  of  the  Municipal  Building,  747  Market  Street, 
Tacoma,  WA,  Senator  Brock  Adams  presiding. 

Present:  Senator  Adams. 

Opening  Statement  of  Senator  Adams 

Senator  Adams.  Good  morning  and  welcome  to  all  of  you.  We  will 
not  rush  you  into  it,  but  I  know  that  everyone  likes  to  start  as  close 
on  time  as  possible  because  you  all  have  many  busy  schedules  and 
other  things  that  you  wish  to  do  today.  Also,  I  wanted  you  to  know 
we  have  had  an  overwhelming  number  of  witnesses  who  have 
wanted  to  testify.  And  I  am  sorry  there  are  just  so  many  hours  in 
the  dav  that  we  can  get  everyone  before  the  Committee.  But  I 
wanted  those  of  you  wno  have  not  been  able  to  be  fitted  into  the 
schedule  this  morning  to  know  that  the  Chairman  will  keep  the 
record  open  and  that  if  you  will  please  submit  your  written  state- 
ments to  either  Ms.  Lipner  or  Mr.  Benson  here,  they  will  appear 
in  the  record  so  long  as  you  sign  them  and  vouch  for  them.  And 
for  the  witnesses,  your  statements,  if  you  wish,  will  be  included  in 
full,  or  you  may  summarize  them,  whatever  is  your  preference. 

Again,  because  there  are  so  many  witnesses  this  morning,  we  are 
going  to  be  using  a  little  bell  which  indicates  that  about  five  min- 
utes nas  gone  by.  This  is  a  habit  that  comes  out  of  the  Senate.  We 
did  not  ever  have  to  use  this  in  the  House  of  Representatives  be- 
cause people  were  trained  to  limit  their  time.  This  is  not  meant  to 
cut  anybody  off,  and  I  will  try  to  be  as  generous  as  possible.  But 
it  is  meant  to  be  certain  that  everybody  has  a  chance.  So,  when  the 
bell  goes  off  and  you  jump  a  little  bit,  please  do  not  feel  that  any- 
thing has  been  done  that  is  wrong.  It  is  just  a  matter  of  the  Chair 
and  the  others  trying  to  be  certain  that  as  many  people  as  possible 
are  heard  and  that  if  you  wish  to  submit  additional  amounts,  you 
will  be  able  to  do  so. 

With  those  few  remarks,  I  will  follow  the  rules  of  the  Committee. 
This  is  a  meeting,  which  is  now  called  to  order,  of  the  Sub- 
committee on  Aging  of  the  Health  and  Human  Services  Committee 
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of  the  U.S.  Senate.  And  I  want  to  State  first  to  the  Mayor  and  to 
Mr.  Stortini  how  much  we  appreciate  being  invited  to  the  City  of 
Tacoma.  We  wanted  to  hold  tnis  hearing  today  in  Tacoma.  We  neld 
a  hearing  in  Seattle  day  before  yesterday  on  another  portion  of  this 
bill. 

The  Subcommittee  on  Aging  of  the  Senate  Committee  on  Labor 
and  Human  Resources  very  much  appreciates  the  courtesy  that 
Mayor  Vialle  and  County  Executive  Joe  Stortini  and  their  staffs 
have  extended  to  us  in  arranging  this  hearing.  Mary  Sawicki  and 
her  staff  of  the  Pierce  County  Department  on  Aging  and  Long- 
Term  Care  have  been  especially  helpful. 

This  is  the  second  of  the  Subcommittee's  two  field  hearings  that 
I  am  holding  this  week  in  the  State  of  Washington.  The  first  was 
past  Wednesday  in  Seattle,  at  which  we  examined  the  quality  of 
mammography  in  the  State  of  Washington,  which  we  found,  unfor- 
tunately, to  be  deplorable.  Poor-quality  equipment  and  training  of 
personnel  has  put  too  many  women  at  serious  risk  and  unneces- 
sary illness  and  death  from  breast  cancer.  Now,  the  Committee  on 
Aging  has  focused  on  this  subject  because  we  have  found  an  alarm- 
ing increase,  far  in  excess  of  any  screening  errors  or  screening 
caused  statistics,  an  increase  between  30  ana  40  percent  in  breast 
cancer  in  women  over  the  age  of  65.  So,  that  was  the  reason  we 
focused,  utilizing  the  resources  of  the  University  of  Washington 
and  others  for  that  purpose.  We  want  to  be  certain  that  the  stand- 
ards of  equipment  and  the  personnel  are  absolutely  necessary.  And 
I  notice  that  we  have  Representative  Dennis  Braddock  here  today, 
and  I  know  that  he  and  others  have  great  interest  in  this.  And  one 
of  the  reasons  for  our  hearings  is  that  on  the  subject  we  are  going 
to  be  dealing  with  today,  the  State  of  Washington  is  a  shining  ex- 
ample, but  we  want  to  make  it  a  lot  better. 

Our  subject  today  is  another  very  serious  difficulty  in  our  health- 
care and  social -service  delivery  systems.  And  it  is  one  we  all  talk 
about  and  seldom  do  anything  about.  It  is  the  need  for  com- 
prehensive long-term  health  care.  A  great  deal  of  our  long-term 
care  is  provided  in  our  Nation,  and  a  tremendous  amount  of  public 
funds  are  provided  and  spent.  But  most  of  those  expenditures  are 
for  institutional  care,  for  nursing  home  care.  By  contrast,  which 
most  people  do  not  know,  the  majority  of  those  needing  long-term 
care  live  at  home,  live  at  home.  For  most  of  these  people,  the  care 
they  receive  is  provided  informally  by  their  loved  ones,  typically  by 
wives  and  daughters.  And  because  of  the  importance  of  this  last 
point,  I  intend  to  specifically  look  at  the  issues  as  we  are  drafting 
this  bill,  facing  family  caregivers,  and  we  will  have  another  hearing 
on  that. 

We  have  a  chart  which  I  have  placed  over  here,  and  I  hope  you 
can  all  see  it,  that  shows  this  contrast  very  graphically.  As  you  can 
see,  84  percent  of  those  needing  long-term  care  live  at  home. 
Robyn,  do  you  want  to  go  over  and  point  out  on  the  charts  the  use 
of  the  colors.  Yet  our  expenditures  are  in  inverse  proportion,  and 
nearly  53  billion  is  spent  on  long-term  care;  in  1988,  82  percent  is 
for  nursing-home  care,  not  home-based  care. 

Here  in  Washington,  between  the  1987-89  and  the  1993  bien- 
nium,  Medicaid  nursing-home  expenditures  in  the  governor's  budg- 
et have  gone  up  80  percent,  from  513.5  million  to  925.1  million. 
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Yet,  during  this  same  period,  the  actual  case  load  has  only  gone  up 
10.6  percent.  Over  80  percent  of  Washington's  1990  public  long- 
term  care  expenditures  were  for  nursing-home  care.  The  remaining 
amount,  less  than  20  percent,  was  for  home-  or  community-based 
care  for  the  53  percent  of  long-term  care  clients  publicly  served  in 
the  State,  and  that  is  shown  on  the  lower  chart. 

Despite  these  escalating  costs,  Washington  State  is  notable — and 
that  is  why  we  are  having  the  field  hearing  here  and  in  Tacoma — 
it  is  notable  for  its  efforts  to  reign  in  these  costs  and  to  provide 
what  most  older  Americans  really  want,  long-term  care  services  in 
their  home  or  some  other  noninstitutional  setting  for  as  long  as 
possible.  This  State  has  demonstrated  a  serious  commitment  to 
providing  options  that  allow  individuals  needing  help  with  long- 
term  care  to  remain  at  home.  While  there  is — as  virtually  everyone 
in  this  room  will  attest — a  great  deal  more  to  be  done  to  put  in 
place  a  long-term  care  system  that  is  comprehensive  and  responds 
to  the  needs  of  disabled  citizens  of  all  ages,  Washington  is  a  na- 
tional leader  in  moving  in  that  direction. 

In  fact,  Washington  spends  more  than  other  states  with  com- 
parable numbers  of  older  Americans.  Let  us  look  at  another  chart 
which  compares  Washington  to  four  other  states  with  similar  num- 
bers. If  you  look  at  Washington,  the  middle  column,  you  will  see 
that  our  State  spends  a  combined  total  of  57.5  million — the  yellow, 
red,  and  blue  columns— on  home-and  community-based  services. 
The  next  closest  State  is  Minnesota,  at  42.7  million. 

For  purposes  of  today's  hearing,  I  would  like  you  to  look  at  the 
red  column,  which  reflects  the  state's  expenditures  from  their  Older 
Americans  Act  and  Social  Service  Block  Grant  funds.  Washington 
State  devotes  far  more  of  these  funds,  17.9  million,  to  home  and 
community  long-term  care  than  do  these  other  states.  Minnesota  is 
second  at  7.7  million. 

Today  we  will  specifically  examine  how  the  Older  Americans  Act 
fits  into  Washington  State's  long-term  care  picture  both  today  and 
in  the  future.  I  want  to  briefly  explain  this  is  our  focus  this  morn- 
ing. The  Subcommittee  on  Aging  has  legislative  authority  over  the 
Older  Americans  Act  and  must  reauthorize  that  act  this  year.  As 
chairman,  I  am  responsible  for  seeing  that  this  is  accomplished. 

This  year's  reauthorization  provides  an  opportunity  to  examine 
the  role  of  the  Older  Americans  Act  and  its  network  of  State  and 
area  agencies  on  aging  and  the  many  local  organizations  that  pro- 
vide a  wide  variety  of  services  under  the  Older  Americans  Act  in 
long-term  care.  There  is  considerable  debate  as  to  whether  that 
role  should  be  greater,  stay  the  same,  or  be  even  less.  Washington 
State  has  decided  that  the,  quote,  "aging  network,"  unquote,  has  a 
very  important  role  to  play  in  long-term  care  as  part  of  its  great 
commitment  to  noninstitutional  care  for  those  for  whom  such  care 
is  appropriate. 

Before  we  turn  to  today's  testimony  that,  I  believe,  must  be 
stressed.  Long-term  care  is  an  issue  not  only  for  our  older  citizens. 
We  have  a  national  crisis  to  provide  long-term  care  for  the  chron- 
ically ill  or  disabled  citizens  of  all  ages,  including  the  developmen- 
tal^ disabled,  those  who  have  suffered  head  injuries  and  severe  in- 
juries from  accidents,  those  with  Alzheimer's  and  other  dementias, 
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people  with  AIDS,  those  who  become  chronically  ill  and  disabled 
over  time,  and  others. 

We  must  put  in  place  a  system  of  appropriate  care  for  those  who 
need  it,  regardless  of  age.  I  am  committed  to  that.  In  fact,  I  intend 
to  speak,  and  will  speak,  further  with  Chris  Dodd,  the  Chairman 
of  our  Children  and  Family  Subcommittee,  about  a  joint  hearing  to 
emphasize  this  intergenerational  matter. 

This  interest  in  long-term  care  is  extraordinary.  And  Americans 
have  shown  their  greatest  concern  over  it.  Yet  the  national  solution 
will  be  very  expensive.  The  recent  Pepper  Commission  report  puts 
the  cost  of  a  modest  and  reasonable  plan  at  over  $40  billion  in  to- 
day's dollars.  Other  proposals  are  far  more  costly.  Our  current  eco- 
nomic and  budget  situation,  greatly  exacerbated  by  the  fighting  in 
the  Persian  Gulf,  means  that  a  comprehensive  solution  at  the  na- 
tional level  must  happen  soon. 

However,  this  hearing — that  that  is  the  reason  I  have  made 
those  remarks,  so  that  people  understand  my  great  concern  for  all 
of  those  areas — this  hearing  is  in  small  bites.  This  is  a  step 
through  the  Older  Americans  Act.  My  goal  today  is  to  take  back 
to  the  other  Washington  the  lessons  that  this  Washington's  leader- 
ship provides  in  administering  the  OAA  and  tackling  head-on  the 
challenges  of  long-term  care  in  general. 

Many  of  Washington's  leaders  in  long-term  care  will  speak  to  us 
today.  I  only  wish  I  could  have  made  room  for  everyone  who  has 
something  to  say  on  this  very  important  subject  and  wants  to  say 
it.  And,  as  I  have  stated  earlier,  statements  from  others  will  go  into 
the  official  record. 

I  would  now  like  to  turn  to  our  really  very  exceptional  witnesses 
for  an  exciting  and  an  enlightening  morning.  And  I  might  explain 
to  you  the  length  of  my  opening  statement.  I  usually  do  not  do 
that.  It  is  required  by  both  the  Senate  rules,  which  outline — 
[Laughter] 

I  always  do  it  at  great  length — which  outline  exactly  what  you 
are  going  to  be  doing  so  that  everybody  at  the  hearing  is  fully  in- 
formed; and,  second,  to  express  what  we  are  doing  here  this  morn- 
ing and  why  it  is  so  important  and  how  grateful  I  am  to  all  the 
witnesses  who  have  come  today  to  testify. 

[Senator  Adams  statement  and  additional  material  submitted  ap- 
pears in  the  appendix.] 

Senator  Adams.  Our  first  panel  will  be  Mayor  Karen  Vialle, 
Mayor  of  the  City  of  Tacoma;  Representative  Dennis  Braddock, 
Chairman  of  the  Health  Committee  of  the  House  of  Rep- 
resentatives, Olympia,  WA;  Mr.  Joe  Stortini,  County  Executive, 
Pierce  County,  Tacoma,  WA;  and  Mr.  Charles  Reed,  Assistant  Sec- 
retary for  Adult  and  Aging  Services,  Department  of  Social  and 
Health  Services,  Olympia,  WA. 

Mayor  Vialle,  welcome.  We  will  start  with  you,  and  we  very 
much  appreciate  the  hospitality  of  your  city  and  the  use  of  this 
chamber. 
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STATEMENTS  OF  HON.  KAREN  VIALLE,  MAYOR,  CITY  OF  TA- 
COMA, TACOMA,  WA;  REPRESENTATIVE  DENNIS  BRADDOCK, 
CHAIRMAN,  HEALTH  COMMITTEE,  HOUSE  OF  REP- 
RESENTATIVES, OLYMPIA,  WA;  JOE  STORTTNI,  COUNTY  EX- 
ECUTIVE,  PIERCE  COUNTY,  TACOMA,  WA;  AND  CHARLES 
REED,  ASSISTANT  SECRETARY,  AGING  AND  ADULT  SERV- 
ICES, DEPARTMENT  OF  SOCIAL  AND  HEALTH  SERVICES, 
OLYMPIA,  WA 

Mayor  Vialle.  Thank  you,  Senator  Adams.  The  first  thing  I 
would  like  to  do  is  to  welcome  you  and  the  Committee  to  Tacoma, 
to  this  very  important  and  historic  hearing  on  long-term  care  in 
Washington  State  as  it  relates  to  the  authorization  of  the  Older 
Americans  Act. 

I  would  also  like  to  welcome  those  elected  officials  representing 
the  City  of  Tacoma — some  of  my  fellow  council  members  are  in  the 
back  of  the  room — also  from  Pierce  County  and  from  the  State  of 
Washington,  who  are  here  with  us  this  morning.  Also  those  agency 
staff  and  advocates  for  the  elderly  who  devote  who  devote  their 
time  and  their  vocations  for  the  benefit  of  our  senior  citizens.  And 
in  particular  this  morning  a  special  welcome  from  the  City  of  Ta- 
coma to  those  older  Americans  who,  through  their  dedication  and 
hard  work,  have  made  our  community  not  only  a  better  place  for 
senior  citizens,  but  in  Tacoma  we  feel  indeed  a  better  place  for  each 
of  us. 

I  think  after  all  is  said  and  done,  the  purpose  of  the  Older  Amer- 
icans Act  and  its  emphasis  on  long-term  care  is  to,  and  I  quote,  "to 
design  systems  to  assist  older  persons  in  leading  independent, 
meaningful  and  dignified  lives  in  their  own  homes" — and  I  under- 
score their  own  homes  and  communities — "as  long  as  possible." 

I  think  it  is  hard  to  imagine  a  more  meaningful  and  worthwhile 
goal.  It  is  a  goal  we  in  Tacoma  take  very  seriously  in  the  city,  com- 
mitting nearly  a  million  dollars  annually  from  our  own  general 
fund.  And  I  would  like  to  underscore  that  because  a  number  of 
cities  do  not  do  that,  do  not  supplement  their  Federal  moneys  with 
their  own  general  fund  moneys,  and  we  do  that.  But  we  know,  how- 
ever, that  this  is  a  goal  that  we  cannot  possibly  achieve  at  the  local 
level  alone. 

In  1990,  City  of  Tacoma  case  managers  were  able  to  provide 
nearly  1,200  elderly  citizens  with  a  wide  range  of  case-management 
services.  Of  this  number,  12  percent  were  eligible  for  reimburse- 
ment and  were  served  through  funds  provided  by  the  Older  Ameri- 
cans Act.  Without  those  funds,  the  city  would  not  have  been  able 
to  serve  140  seniors  who  badly  needed  case-management  services 
so  that  they  could  remain  in  their  own  homes. 

Sheer  demographics  ensure  that  in  the  next  ten  to  fifteen  years, 
an  increasing  percentage  of  the  population  will  be  elderly.  Coupled 
with  increasing  life  expectancy  and  continued  efforts  to  sustain  citi- 
zens in  their  own  home,  the  need  to  bolster  our  efforts  and  re- 
sources in  long-term  care  I  think  is  very  self-evident. 

This  committee  will  hear  today  from  a  variety  of  experts  on  all 
sides  of  the  issues.  Questions  of  how,  in  the  past  25  years  of  the 
Older  Americans  Act,  it  has  assisted  and,  yes,  even  saved,  we 
think,  many  elderly  citizens  in  our  community.  There  can  be  no  de- 
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nying  the  wisdom  and  the  foresight  of  those  who  planned,  devel- 
oped, and  passed  the  act  in  the  mid-sixties. 

The  challenge  we  face  today  as  we  begin  the  reauthorization 
process,  I  think,  is  to  build  on  the  wisdom  and  the  vision  of  the 
original  framers  of  that  act  in  1965  by  keeping  our  focus  on  the 
goal,  and  I  quote  again,  of  "enabling  older  Americans  in  leading 
quahty  lives  in  their  own  homes  and  communities"  throughout  the 
State  of  Washington. 

We  in  Washington,  Senator,  as  you  have  mentioned  very  well, 
have  forged  an  excellent  partnership  with  the  State  and  Federal 
government,  those  of  us  here  at  the  local  level.  It  is  a  relationship 
that  we  feel  must  not  only  be  maintained,  but  one  which  must 
grow  in  breadth  and  depth  to  meet  the  long-term  care  needs  of  the 
seniors  in  the  nineties  and  beyond. 

I  would  encourage  the  Congress  and  other  members  of  your  Com- 
mittee to  firmly  support  and  advocate  for  the  reauthorization  of  the 
act,  resisting  any  efforts  to  undermine  its  scope  in  funding  or  re- 
storing— ana  I  would  like  to  underscore  that  restoring — much  need- 
ed preventative  and  interventive  service  elements.  Let  us,  in  this 
reauthorization  process,  dare  to  be  as  bold,  insightful,  and  compas- 
sionate as  those  who  in  Congress  before  you,  set  the  act  in  motion 
in  1965.  May  we,  in  the  years  to  come,  look  back  and  know  that 
we  have  done  our  best  for  those  older  Americans  who  have  done 
their  best  for  us. 

Thank  you  very  much. 

[The  prepared  statement  of  Mayor  Vialle  appears  in  the  appen- 
dix.] 

Senator  Adams.  Thank  you,  Madam  Mayor,  very  much. 

Representative  Dennis  Braddock  has  really  been  at  the  forefront 
of  health-care  issues  during  his  8  years  as  representative  of  the 
42nd  District.  Representative  Braddock  was  named  Chair  of  the 
House  Health  Care  Committee  in  1987  and  has  led  the  way  on  key 
health  reforms  in  the  State  legislature,  including  legislation  that 
addresses  the  special  health  needs  of  the  uninsured,  rural  elderly 
and,  most  recently,  long-term  care.  The  Washington  State  Long- 
Term  Care  Commission  was  established  in  1989  by  Representative 
Braddock's  Senate/House  Bill  1968. 

Representative  Braddock,  we  very  much  appreciate  your  being 
here  this  morning.  We  are  looking  forward  to  your  testimony  ana 
all  the  help  you  can  give  us. 

Representative  Braddock.  Thank  you  very  much,  Senator 
Adams.  You  mentioned  it  might  be  exciting  here.  Unfortunately  in 
my  presentation,  I  am  afraid  the  only  thing  that  may  be  exciting 
is  if  you  get  to  ring  that  bell.  [Laughter.] 

And  I  will  probably  be  the  first  to  be  belled. 

I  would  like  to  limit  my  remarks  to  the  Long-Term  Care  Com- 
mission report  and  its  recommendations.  Charles  Reed  from  the 
Department  of  Social  and  Health  Services  is  here  really  to  talk 
about  the  Older  Americans  Act  and  what  that  means  to  the  State 
of  Washington,  how  important  that  is  to  the  citizens  of  the  State 
of  Washington.  And  he  can  speak  with  authority  on  that.  But  I 
would  say  that  what  Mr.  Reed  has  learned  and  what  we  have  all 
learned  that  we  can  do  with  those  funds  and  with  flexibility  in 
those  funds  I  believe  will  serve  us  well  in  the  restructuring  nec- 
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essary  for  the  new  century  to  meet  the  long-term  care  needs  of  the 
citizens. 

The  Long-Term  Care  Commission  recommendations  are  based  on 
the  following  findings  and  principles,  and  they  are  ones  that  are 
generally  obvious  to  all  of  us.  One  is  that  the  population  in  need 
of  long-term  care  services  is  growing  dramatically.  In  addition  to 
this,  a  divergent  demographic  trend,  is  that  the  resources  available 
to  provide  that  long-term  care  are  diminishing.  The  extended  fam- 
ily system  is  diminishing.  People  who  live  longer  often  live  alone. 
The  number  of  people  who  work  outside  the  home  is  increasing.  So, 
there  are  not  family  and  friends  nearby  that  are  necessary  to  pro- 
vide that  service.  So,  we  have  divergent  trends.  One,  increased  de- 
mand. The  second,  a  diminishing  of  those  traditional  resources. 

The  other  item  that  is  obvious  is  that  expenditures  in  the  State 
of  Washington — and  I  think  nationally  and  elsewhere — are  increas- 
ing at  rates  that  are  just  not  sustainable  within  existing  revenues. 
In  the  State  of  Washington  we  are  seeing  increases  for  community- 
based  as  well  as  institutional  care  in  the  range  of  20  percent  a 
year.  We  cannot  sustain  those  increases  without  some  different  re- 
sources. 

Then  the  other  item,  which  you  spoke  to,  is  that  long-term  care 
services  currently,  as  is  shown  in  these  charts,  primarily  are  being 
provided  in-home,  in  communities,  by  volunteers,  friends,  church 
groups,  organizations  who  work  very  hard  to  assist  people  living  at 
home  and  trying  to  live  with  some  dignity. 

The  long-term  care  system,  the  commission  recommendations  be- 
lieve we  must  recognize  and  strengthen  these  community-based 
systems  for  without  those  there  is  no  way  that  we  could  afford  the 
system,  that  we  have  to  strengthen  those,  not  weaken,  those  sys- 
tems. That  network  of  support  has  to  be  sustained,  has  to  be  main- 
tained. And  our  efforts  need  to  focus  on  that.  And  that  is  what 
drove  most  of  the  recommendations  of  the  Long-Term  Care  Com- 
mission. Those  things  are  not  just  necessary  for  humane  treatment 
in  communities.  They  are  necessary  for  cost-effective  services. 

The  other  thing  that  we  recognized  is  that  there  are  substantial 
numbers  of  persons  in  this  State  who  are  not  getting  services  at 
all,  particularly  dramatic  in  this  State  lately  in  the  area  of  devel- 
opmental disabilities.  We  have  a  few  thousand  people  who  just  are 
not  getting  long-term  care  services  at  all.  But  that  is  not  the  only 
area.  There  are  many  seniors  who  could  use  some  even  minor  serv- 
ices that  are  not  getting  those  services  for  a  variety  of  reasons. 

Then,  last,  the  current  categorical  system  for  publicly  funded 
programs  is  extremely  complex.  It  is  staggering  to  try  to  deal  with 
it.  It  is  fragmented  and  it  is  inequitable,  and  it  often  requires — and 
this  is  something,  I  think,  most  people  find  particularly  distaste- 
ful— it  requires  impoverishment  or  welfare  status  in  order  to  be  eli- 
gible for  the  services.  The  commission  believes  that  that  should  be 
changed,  that  we  should  have  a  comprehensive  and  integrated  sys- 
tem and  that  impoverishment  should  not  be  a  requirement  for  re- 
ceipt of  services. 

The  commission  recommendations — and  these  are  incorporated 
into  House  Bill  1569,  which  we  are  currently  hearing  in  the  Health 
Care  Committee  in  the  House,  seeks  to  address  these  issues.  And 
the  recommendations  developed  try  to  follow  these  fundamental 
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principles,  and  the  first  is  equity.  We  seek  an  equitable  distribution 
of  the  resources  through  a  universal  access  system  for  community- 
based  long-term  care  services.  This  access  should  be  based  on  func- 
tional disability,  not  on  age  or  income  or  diagnosis,  but  whether  or 
not  you  get  the  services  will  depend  on  whether  or  not  you  have 
a  functional  disability. 

The  other  principle  is  that  the  services  be  community  based,  and 
by  that  it  is  just  a  catch  phrase  for  noninstitutional,  that  they  be 
in-home  services  and  other  noninstitutional  services.  We  try  to  en- 
sure this  by  defining  eligible  services  and  by  structuring  a  system 
which  assists — and  this  is  important — but  also  depends,  not  just 
assists  the  local  community,  but  it  depends  on  the  local  community 
for  success,  for  that  support  that  is  so  necessary. 

The  other  principle  is  that  we  believe  it  is  absolutely  necessary 
to  have  continuity  of  funding.  Unfortunately,  at  the  State  level  of- 
tentimes funding  follows  a  two-year  cycle,  a  roller-coaster  ride  of 
having  funds  and  then  doing  without.  And  a  long-term  care  system, 
by  definition,  has  to  have  greater  continuity.  So,  we  are  proposing 
a  dedicated  long-term  care  secured-benefit  fund.  We  bring  more 
money  to  the  issue  through  what  is  in  effect  a  payroll  tax,  shared 
equally  by  employers  and  employees.  We  are  trying  to  get  an  aver- 
age of  $100  per  worker  in  this  State.  That  will  be  augmented  by 
capped  deductibles,  by  those  who  can  afford  to  pay,  paying  on  a 
sliding-fee  scale  system.  And  our  goal  is  to  try  to  get  20  percent 
of  the  total  operational  cost  out  of  the  sliding-fee  system.  Aiid  this 
coincides  with  the  Pepper  Commission  recommendation. 

The  other  item  that  we  think  is  absolutely  essential  is  cost  con- 
trol. And  we  hope  to  achieve  this  by  leveraging  existing  commu- 
nity-based resources  which  will  allow  retention  of  our  traditional 
care  system.  That  we  think  is  essential.  And  then  operational  ex- 
penditures will  be  kept  within  a  global  budget.  We  will  have  a  glob- 
al budget  that  we  work  within,  and  that  the  communities  will  work 
within. 

To  fulfill  the  vision  of  the  hundreds  of  citizens  who  have  worked 
on  this  long-term  care  proposal  and  to  realize  the  goals  established 
in  House  Bill  1569,  we  need,  as  you  can  well  imagine,  considerable 
help  from  the  Federal  Government.  There  is  a  lot  of  coordination 
that  is  required  for  Medicaid  waivers,  for  exemptions.  We  need 
flexibility  to  be  able  to  work  with  you  so  that  you  can  help  us  serve 
these  citizens  in  a  flexible  and  humane  manner  and  I  believe  in  the 
most  cost-effective  manner  possible  in  this  country. 

So,  we  look  forward  to  working  with  you  and  nope  we  can  be  of 
assistance  to  you  in  this  effort. 

Senator  Adams.  Thank  you  very  much,  Representative  Braddock. 
I  do  not  know  whether  you  realize  it  or  not,  but  the  steps  that  the 
State  of  Washington  is  taking  and  the  things  that  you  are  doing 
are  a  beacon  light  to  about  two-thirds  of  the  United  States.  And 
that  is  why  this  hearing  is  important  and  the  movement  is  impor- 
tant because  if  we  cannot  make  this  system  work  here,  there  is 
very  little  chance  of  it  working  any  place  else.  And  we  have  run 
into  a  stone  wall  overall  in  the  United  States  Congress.  That  is 
why  we  are  back  to  the  states,  trying  to  get  these  systems  in  place 
and  have  the  states  operate  them. 
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Joe,  it  is  very  nice  to  see  you  this  morning.  Thank  you  for  wel- 
coming us  here.  It  is  a  great  pleasure  to  see  you  again.  Joe  is  Coun- 
ty Executive— Joe  Stortini — I  want  to  keep  calling  him  Joe  because 
I  have  known  him  such  a,  I  will  not  say  a  long  time,  but  for  a  pe- 
riod of  time.  Having  been  elected  to  his  current  position  in  1984, 
he  has  a  very  long  and  distinguished  career  serving  citizens  of  Ta- 
coma  and  Pierce  County  and  Washington  State.  Joe  was  first  elect- 
ed to  public  office  in  1969  when  the  voters  of  the  27th  District  sent 
him  to  the  State  senate  for  three  terms.  He  appropriately  chaired 
the  Education  Committee.  As  County  Executive,  Mr.  Stortini  has 
served  on  and  serves  on  the  Tacoma-Pierce  County  Health  Board, 
which  he  chaired  in  1990.  I  am  looking  forward  to  hearing  your  tes- 
timony, and  I  want  to  thank  you,  as  I  did  Mayor  Vialle,  for  the  use 
of  the  chambers  this  morning.  And  if  any  of  the  witnesses  at  any 
point  have  to  leave,  if  they  would  indicate  it  to  me,  please  let  me 
know  because  I  do  have  two  or  three  questions.  And  if  anybody  has 
to  leave,  I  would  like  to  ask  their  question  before  they  do.  Other- 
wise I  will  wait  till  the  panel  has  completed. 

Mr.  Stortini. 

Mr.  Stortini.  Good  morning,  Senator.  Good  morning,  staff.  We 
certainly  want  to  welcome  you  to  Pierce  County,  the  home  of 
586,000  people  that  really  care  about  our  aging.  And  I  think  it  is 
really  appropriate,  the  old  and  beautiful  saying  that  aging  is  like 
climbing  a  mountain.  The  higher  you  go,  the  more  tired  and 
breathless  you  become,  but  the  wider  your  horizon  becomes.  And 
that  is  so  true  for  our  many  aging  that  we  have  here  in  Pierce 
County. 

But  we  certainly  want  to  thank  you  for  the  opportunity  to  speak 
about  aging  and  long-term  care  and  its  relationship  to  the  Older 
Americans  Act  here  in  Pierce  County.  First,  I  want  to  say  that  one 
of  the  most  important  things  the  Older  Americans  Act  has  done  is 
put  decision-making  on  programs  and  services  for  elders  at  the 
local  level.  We  think  that  is  extremely  important.  By  working 
through  local  area  agencies  on  aging,  in  Pierce  County  our  agency 
is  called  the  Department  of  Aging  and  Long-Term  Care.  And  by 
working  closely  with  their  advisory  boards,  it  is  each  of  us  as 
neighbors  who  choose  the  programs  and  priorities  for  our  commu- 
nity, so  important. 

The  network  of  programs  that  provides  help  to  our  elderly  citi- 
zens owes  it  success  to  this  local  orientation.  I  believe  that  the  peo- 
ple like  it  because  they  can  influence  what  happens.  They  can  get 
what  they  like  instead  of  having  to  simply  like  what  they  get.  It 
is  efficient  because  local  people  know  what  is  best  in  the  working 
place  in  their  community.  There  is  freedom  to  innovate.  Scarce  re- 
sources can  be  used  to  fill  the  necessary  gaps.  Duplication  of  efforts 
can  be  avoided,  that  is  so  important.  Services  funded  through  the 
Older  Americans  Act  can  be  better  coordinated  with  other  pro- 
grams and  with  private  and  volunteer  efforts. 

I  believe  the  effectiveness  of  the  area  agency  model  for  planning 
and  service  delivery  attracts  other  funds.  The  Pierce  County  De- 
partment of  Aging  and  Long-Term  Care  overall  budget  is  six  times 
what  it  receives  in  Older  Americans  funding  alone.  That  additional 
money  provides  services  like  respite  care,  chore  services,  case  man- 
agement, and  personal  care  for  our  Pierce  County  elders. 
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Although  these  programs  do  not  cost  a  dime  of  its  money,  it  is 
the  older  Americans  Act — its  flexibility  and  its  orientation  toward 
comprehensive  services  to  individuals,  its  mandate  to  fit  the  pieces 
together — that  provided  the  magnet  to  get  them  here  and  the  glue 
that  holds  it  all  together.  And  so  we  encourage  the  Congress  of  the 
United  States  to  recognize  these  strengths  and  build  on  them  in 
the  authorization  process  that  you  are  going  through  at  this  time, 
Senator. 

Here  in  Pierce  County  we  think  we  have  a  number  of  success  sto- 
ries where  we  have  seen  a  need  and  have  been  able  to  respond 
with  resources  from  the  Older  Americans  Act.  And  those  successes 
have  really  taken  place,  I  think,  because  of  people  that  we  have. 
You  know,  we  are  only  as  good  as  the  people  around  us.  And  our 
Executive  Director,  Tom  Hilliard,  is  with  us  today.  Tom  has  played 
a  key  role  in  human  services  and  in  specifically  the  area  of  aging 


One  of  the  areas  of  success  is  in  the  area  of  transportation. 
Transportation  is  always  important  for  our  elderly.  We  work  hand 
in  hand  with  the  local  transit  authority  to  coordinate  their  services 
and  the  paratransit  services  funded  from  the  Older  Americans  Act. 
This  result  simply  means  better  services  from  each  of  the  agencies. 

A  second  success  story  is  that  people  continually  tell  us  they 
have  trouble  learning  which  agencies  and  programs  can  help  them. 
They  are  often  baffled  by  red  tape.  But  with  discretionary  funding 
from  the  Administration  on  Aging,  we  were  able  to  do  intensive 
community  outreach  to  find  people  who  needed  help  and  connect 
them  with  the  appropriate  programs. 

People  with  a  dementing  illness  such  as  Alzheimer's,  and  the 
families  that  care  for  them,  have  a  burden  that  is  often  not  rec- 
ognized. The  victims  may  appear  healthy  while  the  disease  slowly 
robs  them  of  their  abilities  and  alters  their  personality.  Family 
members,  mostly  spouses  who  are  elderly  themselves,  do  the  best 
they  can  to  help.  But  often  their  own  health  fails  from  the  strain. 

We  used  the  new  funding  under  Title  III-D  of  the  Older  Ameri- 
cans Act  to  start  an  innovative  program  of  recreational  therapy  and 
behavior-management  counseling  to  help  them  cope  with  their  con- 
cerns. 

Senator,  perhaps  the  most  important  success  we  have  had  in  re- 
cent years  is  in  reaching  and  serving  people  of  different  cultures 
and  languages.  If  you  can  imagine  spending  your  golden  years  in 
another  country  that  uses  a  language  you  do  not  speak  and  ob- 
serves customs  you  do  not  understand,  you  have  some  idea  of  the 
difficulty  that  is  facing  the  elders  who  are  of  the  Korean,  Filipino, 
Hispanic,  Samoan,  Cambodian,  and  Vietnamese  communities.  And 
that  is  a  very  large  aspect  of  our  community. 

With  outreach  and  program  development  activities  made  possible 
by  the  Older  Americans  Act,  we  have  gone  from  almost  no  service 
to  these  groups  in  early  1987  to  providing  casework  and  transpor- 
tation and  nutrition  services  to  well  over  400  people  this  past  year. 

Although  I  know  today's  meeting  is  not  focused  on  appropria- 
tions, it  needs  to  be  emphasized  that  adequate  funding  is  what  will 
keep  the  older  Americans  Act  promises  from  just  being  empty  rhet- 
oric. 
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I  have  a  number  of  prepared  notes.  I  will  skip  over  those.  But 
they  are  there  and  

Senator  Adams.  Without  objection,  they  will  appear  in  the  record 
as  if  given. 

Mr.  Stortini.  But  I  do  want  to  say  that  because  funding  has  not 
kept  pace  with  need,  our  Department  of  Aging  and  Long-Term 
Care  is  forced  to  make  tough  choices  each  year,  choices  between 
nutrition  services  for  the  homebound  or  for  people  who  can  go  to 
congregate  sites,  choices  between  programs  for  prevention  and  pro- 
grams to  help  people  who  already  have  serious  problems,  choices 
between  paying  for  transportation  to  programs  or  funding  the  pro- 
grams themselves. 

Money  decisions,  is  what  I  am  saying,  are  the  most  difficult  to 
make,  but  senior  programs  need  to  avoid  getting  smaller  at  a  time 
when  they  are  most  needed.  Inadequate  funding  tends  to  pit  needy 
groups  against  one  another  when  they  should  be  working  together. 

A  few  words  about  long-term  care.  Simply  put,  a  large  number 
of  people  who  need  long-term  care  services  are  coming  whether  we 
are  ready  for  them  or  not.  Experience  shows  us  that  family  and 
friends  will  continue  to  provide  much  of  that  help  that  is  needed, 
and  we  certainly  need  to  continue  to  support  them. 

Experience  also  tells  us  to  expect  that  programs  will  bear  a 
heavy  burden  as  well.  The  around-the-clock  care  families  some- 
times provide  can  exhaust  even  their  best  intentions.  Here  in 
Pierce  County  the  cost  of  nursing-home  care  can  range  from  an  av- 
erage of  $65  per  day  to  as  high  as  $100  per  day,  and  we  know  that 
can  easily  exhaust  an  individual's  financial  resources. 

As  an  example  of  what  can  be  done  to  meet  the  growing  need, 
Pierce  County  aging  and  long-term  care  case  managers  right  now 
are  working  with  over  400  people  with  nursing-home  level  needs  to 
get  help  in  their  own  homes  at  a  lower  cost  to  them  and  of  course 
the  government.  About  85  of  these  people  speak  little  or  no  English 
at  all. 

Pierce  County's  Department  of  Aging  and  Long-Term  Care  is  also 
involved  in  delivery  of  in-home  personal  care,  chore  and  respite 
services  to  another  1,300  seriously  chronically  impaired  of  all  ages. 

In  closing,  our  experience  in  Pierce  County,  I  believe,  leads  to 
several  suggestions  that  are  important  in  any  consideration  of  long- 
term  care  policy.  First,  people,  as  you  mentioned  earlier,  Senator, 
prefer  care  in  their  homes,  which  is  usually  cheaper. 

Our  work  with  nonelderly  clients  shows  us  that  ages  is  not  the 
only  predictor  of  need  for  long-term  care.  The  type  of  help  younger 
disabled  people  need  is  often  the  same  as  that  needed  by  older  peo- 
ple, something  that  has  important  policy  implications. 

Another  suggestion  is  that  service  needs  to  be  coordinated  by 
some  form  of  case  management  that  looks  at  the  citizen  as  a  whole 
person. 

Information,  outreach  and  concern  that  programs  are  accessible 
to  people  in  both  rural  and  urban  areas,  ethnic  minorities,  and  peo- 
ple with  limited  incomes  must  be  more  than  an  afterthought. 

The  same  kind  of  local  planning  and  management  that  is  an 
asset  under  the  area  agency  on  aging  system  set  forth  in  the  Older 
Americans  Act  would  be  an  asset  for  delivery  of  broader  forms  of 
long-term  case  as  well. 
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It  is  often  said  that  Washington  is  a  national  leader  in  develop- 
ing long-term  care  programs.  Pierce  County  is  certainly  proud  of 
what  has  been  accomplished,  but  we  are  only  at  the  beginning. 
Medical  science  has  worked  miracles  making  our  citizens  healthier 
and  more  long-lived.  Our  shared  responsibility  is  to  help  them  live 
well.  In  forums  like  this  and  across  our  State  and  Nation  we  can 
work  together  to  find  what  that  means  and  how  we  can  accomplish 
that. 

So,  we  thank  you,  Senator  Adams,  your  staff,  your  Sub- 
committee, for  providing  this  opportunity. 

Senator  Adams.  Thank  you,  Mr.  Stortini.  We  will  be  most  inter- 
ested in  both  your  notes  and  your  testimony. 

[The  prepared  statement  of  Mr.  Stortini  appears  in  the  appen- 
dix.] 

Senator  Adams.  Mr.  Charles  Reed  is  well  known  to  everyone  in 
the  aging  community,  not  just  in  Washington  State.  Charlie  Reed 
has  been  working  to  serve  the  needs  of  the  elderly  for  over  20 
years.  He  is  currently  Assistant  Secretary  of  Aging  and  Adult  Serv- 
ices Administration  for  Washington's  Department  of  Social  and 
Health  Services.  Mr.  Reed  has  admirably  represented  Washington 
in  many  capacities  on  national  aging  issues.  His  position  as  State 
coordinator  to  the  White  House  Conference  on  Aging  is  just  one 
such  example.  Charlie  Reed  has  worked  long  and  tirelessly  in  de- 
veloping this  state's  long-term  care  services.  He  knows  the  Older 
Americans  Act,  as  was  pointed  out  by  Representative  Braddock,  as 
well  as  anyone.  I  welcome  his  valuable  contributions  here  this 
morning  on  today's  hearing,  Long-Term  Care  and  the  Older  Ameri- 
cans Act. 

Welcome,  Mr.  Reed.  The  committee  is  pleased  to  have  you  with 
us  this  morning. 

Mr.  Reed.  Thank  you,  Senator  Adams.  I  appreciate  the  oppor- 
tunity to  testify  today  before  you  on  this  very  important  Older 
Americans  Act  which  has  been  very  important  in  the  State  of 
Washington.  I  have  worked  in  the  State  of  Washington  since  the 
Older  Americans  Act  has  been  a  reality  here.  I  started  back  in 
June  of  1966,  the  first  month  we  had  the  Older  Americans  Act 
funding  in  the  State  of  Washington.  Just  kind  of  a  point  of  interest, 
in  that  year  the  total  amount  of  money  for  the  State  of  Washington 
from  the  Older  Americans  Act  was  $66,000,  about  65  cents  for 
every  person  over  65  in  the  State  of  Washington.  We  had  a  hard 
time  giving  the  money  away  because  there  was  very  little  interest 
and  knowledge  about  the  needs  of  older  persons  in  this  State  and 
many  places  around  the  country.  As  you  can  see  on  the  chart  here, 
we  have  about  eight  to  nine  million  dollars  a  year  now  and  we  have 
no  problem  giving  it  away  at  all.  There  is  a  lot  of  manna  under  the 
Older  Americans  Act  services. 

The  Older  Americans  Act  has  been  very  important  in  this  State 
as  a  base  for  developing  a  system  of  services.  We  have  taken  very 
seriously  the  wording  in  the  Older  Americans  Act  that  calls  for  the 
development  of  a  comprehensive  coordinated  system  of  services  for 
older  persons.  Our  area  agencies  take  that  very  seriously.  We  have 
very  good  area  agencies  in  this  State  that  are  very  serious  about 
developing  a  comprehensive  system. 
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We  learned  many  years  ago  there  is  no  one  best  service.  The 
service  that  is  the  most  important  is  the  service  you  need.  The 
services  are  all  very  much  interrelated.  If  you  do  not  have  enough 
of  a  given  type  of  service,  people's  needs  do  not  change;  they  just 
pop  out  someplace  else  maybe  inappropriately.  We  have  had  some 
sad  experience  in  this  State  with  that  happening  where  we  put  a 
lid  on  one  type  of  service  and  they  simply — people  would  get  a 
more  inappropriate  service  and  cost  more  someplace  else.  So,  we 
are  very  interested  in  supporting  the  concept  of  developing  com- 
prehensive coordinated  systems  of  services. 

We  worked  for  a  long  time  in  this  State  trying  to  balance  out  our 
systems.  You  made  some  remarks  in  the  beginning  about  the  high 
cost  of  nursing-home  care  relative  to  community  services.  We  have 
been  working  for  a  number  of  years  trying  to  balance  those  systems 
out.  It  is  still  true  in  this  State  that  while  one-half  the  people  we 
serve  reside  in  nursing  homes,  one-half  reside  in  so-called  commu- 
nity services.  We  spend  almost  80  percent  of  our  budget  on  the  peo- 
ple in  nursing  homes.  We  spend  only  20  percent  of  our  money  on 
the  people  in  the  community. 

Senator  Adams.  Do  you  think,  Mr.  Reed,  and  I  will  just  break  in 
on  you  because  you  are  such  an  expert  on  this,  that  that  is  the  way 
that  we  should  be  going  about  it — because  this  is  going  to  be  an 
enormous  Federal  debate  when  this  bill  comes  up  before  the  Com- 
mittee later  on,  of  whether  we  should  be  shifting  funds  into  the 
home-care  area  simply  because  we  are  running  out  of  money  in  the 
institutional  area.  Talk  to  me  about  that. 

Mr.  Reed.  I  definitely  think  we  need  to  provide  flexibility  for  the 
states  to  be  able  to  shift  funds.  There  are  now  ways  to  do  this  with 
waivers.  We  have  a  Medicaid  waiver  in  the  State  that  serves  about 
5,000  people  who  have  been  identified  as  being  nursing-home  eligi- 
ble. They  are  just  as  sick  and  just  as  poor  as  the  people  in  nursing 
homes.  They  look  identical  to  the  people  in  nursing  homes.  We 
serve  them  outside  of  the  nursing-home  setting  for  not  more  than 
90  percent  of  what  it  costs  to  be  in  the  nursing  home. 

Everybody  cannot  be  served  outside  of  a  nursing  home.  The  nurs- 
ing home  is  the  best  option  for  some,  but  there  are  many  people 
in  nursing  homes  that  do  not  have  other  options.  So,  it  is  very  im- 
portant to  provide  those  options.  The  work  done  by  Representative 
Braddock  and  the  Long-Term  Care  Commission  talks  about  that  in 
a  very  thorough  manner  about  trying  to  provide  options  to  the  sys- 
tem. One  of  the  things  that  happens  to  people  as  they  age  and  be- 
come disabled,  they  begin  to  lose  the  options  they  had  as  younger 
persons.  We  all  have  really  strong  feelings  about  who  we  share  a 
bedroom  with,  who  we  share  a  bathroom  with,  and  what  we  eat 
and  when  we  eat,  those  sorts  of  things.  We  lose  all  those  choices 
when  we  enter  the  long-term  care  system  many  times  because  we 
are  forced  into  a  more  structured  setting. 

We  spent  the  last  25  years  in  the  State  trying  to  develop  a  sys- 
tem of  options.  We  have  a  constant  battle  because  the  funding 
sources  tend  to  be  institutionally  based.  In  fact,  the  Federal  Gov- 
ernment will  pay  for  as  many  people  as  we  want  to  put  in  a  nurs- 
ing home  in  this  State  and  ask  no  questions,  in  the  Medicaid  pro- 
gram. But  to  get  some  money  from  the  Medicaid  program  to  serve 
people  in  the  community,  it  is  a  major  war,  major  debate.  I  think 
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again  the  sort  of  thine  that  Representative  Braddock  was  talking 
about  doing  helps  to  address  that  issue  in  some  ways. 

In  any  case,  the  Older  Americans  Act  has  been  very  important 
to  us  because  it  has  set  up  a  system  of  planning  and  coordination. 
The  money  through  the  Older  Americans  Act  for  services  is  not 
nearly  as  important — it  is  important,  it  is  nice  to  have  the  money — 
but  what  is  more  important  is  the  system  of  planning  and  coordina- 
tion it  sets  up  through  the  area  agencies  and  the  State  organiza- 
tions. 

In  this  State  we  are  organized  in  the  way  we  combine  they  Older 
Americans  Act  function  with  the  traditional  welfare  functions  for 
older  adults  in  the  nursing  home  programs.  I  administer  all  three 
of  those  functions. 

Senator  Adams.  Repeat  those  three  for  me  again,  will  you. 

Mr.  Reed.  Traditional  Older  Americans  Act  programs,  the  area 
agencies,  the  traditional  welfare  program  for  adults  and  older  per- 
sons, things  like  the  authorization  for  in-home  services,  adult  com- 
munity homes,  congregate  care,  nursing  homes.  And  I  also  admin- 
ister the  nursing-home  program.  We  control  the  inspection  of  nurs- 
ing homes  and  the  paying  of  the  bills  for  nursing  homes. 

Washington  and  Oregon  are  organized  more  like  each  other  and 
less  like  the  rest  of  the  country.  I  think  it  is  extremely  important 
for  a  State  to  be  its  own  agent,  to  have  a  major  influence  on  long- 
term  care,  to  have  enough  status  in  the  State  to  be  able  to  influ- 
ence the  Medicaid  budgets.  Medicaid  pays  for  most  of  the  long-term 
care  service  in  this  country  right  now.  We  have  a  considerable 
amount  of  State  money  in  this  State.  We  have  Older  Americans  Act 
money.  But  the  major  source  of  funding  is  Medicaid. 

One  of  the  things  we  were  able  to  do  in  this  State  in  the  last  2 
years,  because  of  the  involvement  of  people  like  Representative 
Braddock  and  other  legislators,  was  to  change  our  State  plan  and 
to  get  funding  through  what  is  called  Title  XIX,  the  Personal  Care 
Program.  Since  that  time,  we  have  been  able  to  create  a  lot  of  serv- 
ice in  the  community  for  people  with  Federal  funds.  In  the  past, 
almost  all  of  our  community  services  paid  for  the  State  funds. 

The  thing  I  would  like  to  stress  in  the  reauthorization  of  the 
Older  Americans  Act  is  flexibility.  I  have  been  an  advocate  for  that 
for  years,  the  last  25  years.  Every  time  the  Older  Americans  Act 
is  reauthorized,  it  gets  tightened  up  a  little  bit  more.  In  the  begin- 
ning, the  Older  Americans  Act  said,  kind  of  in  summary,  go  do 
good  things  for  old  people.  There  was  a  lot  of  flexibility  at  the  State 
level.  Every  year  it  gets  kind  of  reauthorized  and  tightened  up. 

There  are  some  things  I  would  like  to  see  emphasized  in  the 
Older  Americans  Act  that  I  know  that  you  are  considering,  and 
that  is  the  continuing  support  of  State  units  on  aging  and  the  long- 
term  care.  Definitely  the  units  on  aging  need  to  help  older  persons 
access  long-term  care  systems  and  to  develop  long-term  care  sys- 
tems. 

The  other  thing  I  think  we  need  to  do  is  continue  to  target  these 
services  on  those  that  are  most  in  need.  There  is  not  enougn  money 
in  this  country  to  serve  everybody  over  60  with  everything  they 
need.  So,  with  the  limited  money  we  have  we  ought  to  focus  on 
those  most  in  need. 
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I  believe  the  most  in  need  tend  to  be  the  very  frail,  the  over-75, 
the  minority  people.  In  fact,  minority  people  who  are  limited-Eng- 
lish speaking  have  the  most  difficulty  in  accessing  the  system.  The 
sort  of  things  done  here  in  Pierce  County  that  Mr.  Stortini  told  you 
about  are  really  models  for  trying  to  help  limited-English  speaking 
people  access  the  system  of  services.  Many  times  they  cannot  even 
find  the  door,  let  alone  get  in  the  door,  because  of  the  way  the  sys- 
tems are  set  up.  We  spend  a  lot  of  time  in  the  State  trying  to  focus 
our  services  on  those  who  are  very  frail. 

That  comes  to  the  issue  about  the  funding  formulas.  In  this 
State,  we  have  had  a  funding  formula  for  a  number  of  years  now 
that  our  State  council  on  aging  helped  us  get  developed,  that  does 
focus  our  services.  We  distribute  the  money  on  a  formula  that  fo- 
cuses on  low  income,  living  alone,  75-plus,  minority  people.  We  also 
give  consideration  to  the  geographic  size  of  the  funding  service 
area.  If  you  live  in  an  isolated  rural  area,  it  is  often  very  difficult 
to  access  services.  So,  you  need  to  consider  that  when  you  are 
awarding  funds. 

The  otner  thing  that  we  have  done  in  the  State  for  a  long  time 
that  is  being  debated  now  through  the  Older  Americans  Act  reau- 
thorization is  a  thing  called  a  cost  share.  You  can  see  on  your  chart 
over  here  that  blue  line  is  a  State  fund.  You  have  a  thing  in  this 
State  called  the  State  Senior  Citizens  Service  Act,  passed  in  1976. 
Senator  Magnuson  helped  us  get  some  money  from  the  Federal 
Government  to  get  that  started.  But  that  continues  to  be  funded 
and  provides  services  similar  to  the  Older  Americans  Act.  We  have 
had  cost  sharing,  that  program,  from  the  very  beginning.  In  fact, 
older  persons  seem  not  to  mind  the  means  test  for  that  service.  It 
is  a  simple  declaration  about  do  you  have  more  or  less  money  than 
a  certain  level.  If  you  declare  you  have  more,  you  pay  on  a  sliding 
scale.  If  you  have  less,  you  get  the  services  free.  I  think  there  is 
not  enough  money  to  serve  everybody  on  assistance  because  they 
happen  to  be  over  60.  We  have  to  focus  our  services  on  those  most 
in  need,  the  most  vulnerable.  And  definitely  most  vulnerable  tend 
to  be  lower-income  people.  So,  cost  sharing,  I  think,  is  really  impor- 
tant, and  I  definitely  support  incorporating  it  into  the  Older  Ameri- 
cans Act. 

And  I  guess,  in  closing,  I  would  just  say  it  is  really  important  to 
be  as  flexible  as  possible.  The  states  diner  widely.  And  what  we 
have  been  able  to  accomplish  in  this  State  is  because  the  Older 
Americans  Act  has  been  flexible  in  providing  us  a  base  to  begin  our 
planning  and  coordination  and  system  development.  So,  we  would 
definitely  encourage  that  to  continue  through  the  Older  Americans 
Act. 

Senator  Adams.  Thank  you  very  much,  Mr.  Reed.  Your  prepared 
statement  will  be  included  in  the  record. 

[The  prepared  statement  of  Mr.  Reed  appears  in  the  appendix.] 

Senator  Adams.  Mayor  Vialle,  do  you  have  any  further  comment 
you  would  like  to  make  at  this  point,  having  heard  from  the  ex- 
perts in  this  area? 

Mayor  VlALLE.  I  just  want  to  reinforce  what  Mr.  Reed  said,  Sen- 
ator, about  flexibility.  If  you  remember  well  back  in  the  Evans  Ad- 
ministration, I  was  assistant  director  of  the  Office  of  Financial 
Management  when  the  Older  Americans  or  the  Senior  Citizen  Act 
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for  us  was  passed  at  that  time  in  Washington  State,  and  we  were 
a  leader  at  that  time.  And  I  would  like  to  see  the  same  kind  of 
flexibility  again  that  we  thought  at  that  time  to  be  innovative.  And 
Senator  Magnuson  helped  us,  just  to  allow  us  flexibility.  I  think 
that  has  been  one  of  the  real  frustrations  that  we  in  local  govern- 
ment have  had  over  the  years,  as  Mr.  Reed  put  it,  about  everything 
being  tightened  up  and  taking  that  flexibility  away,  because  what 
we  do  in  Washington  or  even  in  Tacoma  is  different  than  what  they 
do  in  Spokane  and  what  they  do  in  other  parts  of  the  State.  We 
work  very  closely  with  Mr.  Hilliard  on  what  we  do  here  in  the  city. 
And  I  would  like,  if  I  could,  to  introduce  John  Briel,  who  is  right 
behind  me,  who  is  our  case  management  

Senator  Adams.  Do  you  want  to  stand,  John,  so  that  everybody 
can  see  you? 

[Mr.  Briel  stands.] 

Mayor  Vialle.  He  worked  with  your  staff  also  on  setting  this 
hearing  up.  He  is  our  case  management  services  coordinator  for  the 
city.  But  that  would  be  my  main  hope.  And  as  always,  as  Joe  indi- 
cated, it  is  really  rough  for  those  of  us  at  the  local  level  to  have 
to  literally  make  the  decision  as  to  which  needy  group  gets  what 
help.  And  as  the  resources  get  tighter  at  the  local  level,  as  they  are 
throughout  the  country,  it  makes  it  very,  very  difficult  to  sit  lit- 
erally, as  I  have  where  you  are  today,  during  this  last  year  and  de- 
cide where  we  give  funds  to  seniors  or  to  children.  And  I  was  de- 
lighted to  hear  you  talk  about  having  joint  hearings  because  Coun- 
ty Executive  Stortini  and  I  put  togetner  a  commission  a  year  ago 
to  address  all  of  the  problems,  social  service  problems,  of  this  com- 
munity literally  from  cradle  to  grave,  a  commission  on  children, 
youth,  and  families,  because  of  tne  inner  ties  of  the  public  prob- 
lems. But  flexibility  and  I  guess  more  dollars,  and  I  know  that  that 
is  tough.  But  that  is  what  I  would  ask  for. 

And  again  I  want  to  thank  you  for  the  support  that  you  have 
given  us  nere  in  the  City  of  Tacoma  on  a  number  of  our  social  serv- 
ice programs.  And  I  know  talking  to  you  is  like  preaching  to  the 
choir,  Senator,  but  thank  you  very  much. 

Senator  Adams.  We  tried  very  hard,  all  the  members  of  the  dele- 
gation, to  create  a  flexibility  in  the  welfare  program,  with  FIP  and 
with  a  number  of  others,  building  on  the  system  because  a  number 
of  us  believe  that  this  State  has  the  opportunity  to  provide  leader- 
ship throughout  the  country.  And  we  know  it  is  nard. 

I  will  direct  this  question  to  Representative  Braddock,  but  any 
member  could  comment  on  it  because  I  am  interested  in  its  effect 
and  whether  we  need  to  put  something  further  in  the  bill.  In  OBRA 
1990,  which  was  the  omnibus  bill  that  Congress  passed  at  the  end 
of  the  session  in  1990,  Congress  added  a  new  Medicaid  option  to 
allow  states  to  choose  to  promote  home-  and  community-based 
cases.  Will  this  give  you  the  flexibility  you  need,  or  do  we  need  to 
do  more  in  this  area? 

Representative  Braddock.  I  would  say  it  is  something  we  need, 
and  we  will,  I  hope,  be  applying  for  that.  That  is  contained  in  some 
of  the  legislation  we  are  proposing,  that  we  expand  to  do  that.  And 
it  is  not  sufficient,  though,  to — what  we  are  really  looking  toward 
is  a  pooling  of  Federal  and  State  resources  as  well  as  local  and  in- 
dividual resources  to  address  this  issue  so  that  we  can  erase  the 
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categorical  lines  that  often  create  restrictions  on  who  can  use  the 
funds  available.  So,  that  is,  in  our  opinion,  an  excellent  step  in  the 
right  direction.  But  we  would  like  to  be  able  to  go  even  further 
than  that,  if  possible,  and  would  like  to  work  with  you  on  expand- 
ing those  kinds  of  things. 

We  found  that  every  time — well,  I  should  not  say  every  time — 
but  every  time  I  can  think  of  that  we  have  been  able  to  have  flexi- 
bility in  the  use  of  Federal  resources,  Federal  funds,  that  it  has 
been  very  beneficial  to  the  citizens  of  the  State  of  Washington.  Mr. 
Reed  would  know  better.  I  suspect  somewhere  we  have  made  mis- 
takes in  doing  that,  but  in  my  experience  the  greater  flexibility  we 
have,  the  greater  success  we  have  had  with  programs,  without  ex- 
ception. 

Senator  Adams.  Anyone  else  who  wants  to  comment?  Mr.  Reed. 

Mr.  REED.  I  might  just  comment,  the  change  I  think  you  are 
talking  about  in  the  OBRA  legislation  really  will  not  be  of  much 
benefit  to  the  State  of  Washington.  It  is  too  limiting.  There  is  an 
index  of  growth  that  goes  along  with  that.  And  our  index  is  such 
that  our  nursing-home  budget  will  increase  faster  than  the  growth 
allowed  in  that  provision.  So,  in  fact,  I  do  not  know  if  any  State 
is  really  going  to  be  able  to  qualify  for  that  particular  option  under 
OBRA  except  for  the  State  of  Oregon,  and  they  have  already  got 
it. 

Senator  Adams.  I  see.  So,  we  need  to  consider  a  flexibility  provi- 
sion in  the  Older  Americans  Act  with  regard  to  that.  See,  one  prob- 
lem that  we  have  in  the  flexibility  whicn  generally  is  done  in  the 
block-grant  mode  or  system  is  you  are  seeing  around  the  country 
now  the  fight  between  the  cities  and  the  States,  and  we  have  been 
fortunate  not  to  have  as  much  of  that  here,  but  that  is  a  very  hard 
provision  to  pass  because  the  major  cities  State  that  it  never  gets 
from  the  State  down  to  the  cities.  And  the  cities  have  the  major 
problem  of  populations  that  they  have  to  deal  with,  and  the  State 
has  tried  to  be  fair  in  terms  of  the  whole  geographic  location.  So, 
any  of  you  that  want  to  comment  in  writing  to  me  on  that  as  to 
how  that  might  be  structured,  if  you  woula  give  it  either  to  Mr. 
Benson  or  Ms.  Lipner,  I  would  appreciate  it  very  much  because  I 
am  just  like  all  of  you,  I  have  been  at  these  programs  since'  65  and 
I  have  seen  revenue  sharing  and  block  grants  and  a  lot  of  others, 
and  I  do  not  want  to  do  any  harm  with  this.  But  I  do  want  to  try 
to  meet  your  flexibility  problem  because  I  can  see  that  it  is  very 
important  for  you. 

I  want  to  thank  all  the  members  of  the  panel  this  morning.  The 
record  will  remain  open,  as  I  said,  for  you  to  submit  additional  in- 
formation. You  have  been  extraordinarily  helpful,  and  your  govern- 
ment is  grateful  to  you.  We  will  try  to  incorporate  some  of  your  re- 
marks and  comments  in  it,  and  you  are  all  welcome  to  stay  because 
I  think  you  will  find  there  are  some  very  interesting  witnesses  that 
we  have  this  morning  who  will  be  commenting  on  specific  things 
that  have  happened  to  them. 

Thank  you,  Mayor  Vialle,  Representative  Braddock,  County  Ex- 
ecutive Stortini,  and  Mr.  Reed,  thank  you  all  very  much. 

The  second  panel  I  am  especially  pleased  to  welcome.  Ms.  Nedra 
Matson  will  be  accompanied  by  Ms.  Tammy  Jensen,  her  caregiver; 
Ms.  Barbara  Bauml,  Case  Manage  of  the  Pierce  County  Depart- 
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ment  of  Aging  and  Long-Term  Care;  Ms.  Tanis  Marsh  of  Everett, 
WA.  I  am  pleased  to  welcome  this  panel  because  these  are  people 
who  know  firsthand  what  long-term  care  is  all  about,  from  their 
personal  experience.  We  have  found  in  conducting  hearings,  par- 
ticularly in  Washington,  DC — and  I  carry  this  over  at  the  field 
hearings — that  people  who  are  directly  involved  in  the  system  are 
often  most  helpful  in  saying  whether  trie  system  is  working. 

Ms.  Nedra  Matson  will  be  our  first  witness.  She  is  from  Sumner. 
She  is  a  participant  in  the  Washington  COPES  Program,  which  has 
enabled  her  to  remain  in  her  own  home  and  continue  to  live  inde- 
pendently. Ms.  Matson  has  generously  agreed  to  share  her  experi- 
ences with  us  today.  And  she  is  accompanied  by  Ms.  Tammy  Jen- 
sen, who  works  as  Ms.  Matson's  caregiver  under  the  COPES  Pro- 
gram. This  young  woman  lives  just  a  few  blocks  from  Ms.  Matson 
and  under  COPES  is  able  to  provide  150  hours  of  help  a  month. 
It  takes  a  great  deal  of  courage  to  tell  your  story  publicly,  and  I 
want  to  express  my  special  thanks  and  a  very  warm  welcome  to 
both  of  you  for  taking  your  time.  In  a  moment  I  will  introduce  Ms. 
Barbara  Bauml  and  Ms.  Tanis  Marsh  for  further  testimony. 

So,  we  will  start,  however  you  would  like  to  proceed,  Ms.  Matson 
and  Ms.  Jensen. 

STATEMENTS  OF  NEDRA  MATSON,  SUMNER,  WA;  ACCOM- 
PANIED BY  TAMMY  JENSEN,  SUMNER,  WA;  BARBARA  BAUML, 
CASE  MANAGER,  PIERCE  COUNTY  DEPARTMENT  OF  AGING 
AND  LONG-TERM  CARE;  AND  TANIS  MARSH,  EVERETT,  WA 

Ms.  Matson.  My  name  is  Nedra  Matson,  and  I  am  a  widow  and 
live  alone.  My  sole  source  of  income  is  my  Social  Security  and  my 
SSI,  which  is  $455  a  month.  And  I  will  be  80  years  old  this  month. 
My  experience  with  the  aging  and  long-term  care  network  includes 
care  for  both  myself  and  my  boyfriend,  who  died  last  May.  Leo  was 
placed  in  a  nursing  home  because  he  had  broken  his  hip  and  could 
not  manage  living  alone  without  help.  Leo  could  not  stand  being  in 
the  nursing  home.  During  his  3  months'  stay  there,  four  different 
men  passed  away  that  he  shared  a  room  with.  Every  time  he  was 
moved  to  a  different  room,  they  would  put  a  dying  person  in  there. 
And  with  the  help  of  DSHS  and  the  Area  Agency  on  Aging,  we 
were  able  to  get  him  a  caregiver  through  the  COPES  program  and 
bring  Leo  home.  He  died  about  a  month  later. 

It  was  the  same  day  that  Leo  came  home  that  I  was  attacked  by 
my  43-year-old  daugnter  and  the  man  she  lives  with.  I  was  se- 
verely beaten,  and  there  was  little  anyone  could  do.  After  this  as- 
sault, I  started  having  terrible  headaches,  dizziness,  and  problems 
with  my  balance.  I  began  falling  down.  Within  a  few  days,  I  had 
emergency  surgery  for  a  blood  clot  in  my  brain.  Leo  died  about  3 
weeks  later.  I  hardly  got  to  see  him  in  that  time. 

I  was  utilizing  the  Chore  program  at  this  time,  and  my  worker's 
supervisor  referred  me  to  the  Area  Agency  on  Aging  for  the  COPES 
program. 

I  am  an  independent  woman.  I  like  my  privacy  and  my  home, 
and  I  have  a  dog.  I  would  not  want  to  live  in  an  institution.  I  want 
to  remain  at  home.  With  the  help  of  my  COPES  worker,  I  am  able 
to  do  so. 
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Tammy,  my  helper,  is  very  conscientious.  She  helps  me  with  my 
bathing,  housework,  and  cooking.  She  checks  to  see  that  I  take  my 
medicines  in  the  afternoon  when  I  am  most  likely  to  forget.  She 
gets  me  out  of  the  house  occasionally,  runs  errands  for  me,  does  my 
shopping,  and  takes  me  to  the  doctor  when  I  need  to  go.  Without 
her  help,  I  would  have  been  in  a  nursing  home  a  long  time  ago. 
And  I  thank  God  every  morning  that  I  can  get  up  and  walk  out 
into  the  kitchen. 

Senator  Adams.  Oh,  that  is  very  nice,  Ms.  Matson.  So  did  my 
aunt. 

Ms.  Jensen.  My  name  is  Tammy  Jensen.  I  am  the  COPES  pro- 
vider for  Nedra  Matson.  I  am  26  years  old,  a  wife,  and  a  mother 
of  two  children.  My  husband  works  full  time  for  Continental  Grain. 
Previously,  I  was  running  a  cleaning  business  and  working  a  sec- 
ond job.  I  had  some  health  problems  and  was  working  under  a 
great  deal  of  stress.  Something  had  to  change. 

I  started  working  for  Nedra  last  October.  I  did  not  know  that 
there  were  programs  like  this.  This  is  the  first  time  that  I  have 
ever  worked  in  this  capacity.  Technically,  I  am  a  self-employed  per- 
son. I  contract  with  the  Department  of  Social  and  Health  Services 
to  provide  care  for  Nedra.  I  am  paid  $4.74  per  hour  for  150  hours 
each  month,  which  is  authorized  for  her  care.  Out  of  $711  that  I 
gross,  I  pay  my  own  Social  Security  taxes  as  well  as  my  taxes. 

One  of  the  things  about  the  job  that  I  appreciate  is  trie  flexibility. 
I  am  able  to  care  for  Nedra  and  my  children  with  few  conflicts.  The 
responsibilities  dovetail  together  nicely.  I  am  able  to  pick  my  chil- 
dren up  from  school  at  3:30  in  the  afternoon  and  check  on  Nedra 
in  the  evenings  or  go  shopping  when  my  husband  gets  home  from 
work. 

I  see  my  role  in  this  job  just  not  as  a  caregiver  but  also  as  a 
friend.  I  start  my  day  at  Nedra' s  home  5  days  per  week.  I  help  her 
with  her  personal  care  needs,  shopping,  cooking,  and  cleaning.  I 
help  her  with  her  personal  business  by  making  telephone  calls  for 
her,  scheduling  appointments,  and  running  errands.  But  besides 
doing  whatever  needs  to  be  done,  I  also  include  her  in  my  family 
activities  on  holidays.  For  instance,  she  spent  New  Year's  Day  with 
our  whole  family.  When  she  needed  help  quilting  Christmas  pre- 
sents, I  got  her  wheelchair  out,  took  her  over  to  my  mother's  house, 
and  she  helped  tie  the  quilts.  Nedra  was  not  able  to  push  the  nee- 
dles through  the  material.  So,  my  mother  did  that  for  her  and 
sewed  them  around  the  edges. 

Senator  Adams.  Thank  you,  Ms.  Jensen,  very  much.  Now,  just 
rest  easy  and  calm  there.  You  have  both  done  very  well.  We  appre- 
ciate that.  Ms.  Barbara  Bauml  and  Ms.  Tanis  Marsh.  Barbara  is 
important  to  Ms.  Matson's  life  since  she  is  her  case  manager  from 
the  Pierce  County  Department  of  Aging  and  Long-Term  Care.  Ms. 
Bauml  is  a  senior  case  manager  and  is  one  of  12  case  managers 
at  the  AAA  For  the  past  9  years  she  has  been  serving  the  needs 
of  low-income  people  in  Pierce  County,  including  7  years  with  the 
Pierce  County  Community  Action  Agency,  specializing  in  their  en- 
ergy, housing,  and  child-reach  programs.  Ms.  Bauml  will  share 
with  us  her  experience  in  dealing  with  long-term  care  needs. 

Ms.  Tanis  Marsh  is  our  last  witness  on  this  panel  and  will  share 
her  personal  story  with  us  in  helping  her  mother,  who  suffers  from 
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Alzheimer's  Disease.  A  lifelong  community  activist,  this  experience 
has  led  her  to  become  active  with  the  Alzheimer's  Disease  Associa- 
tion of  Puget  Sound  where  she  now  serves  on  the  board  of  direc- 
tors. She  is  a  lifelong  resident  of  Snohomish  County  and  is  also  ac- 
tive with  the  Arts  Council  in  Snohomish  County  and  chairs  the 
health-care  study  of  the  League  of  Women  Voters  for  Snohomish 
County.  Ms.  Marsh,  thank  you  for  your  willingness  to  share  your 
personal  experience  with  us  also. 

Ms.  Bauml,  if  you  wish  to  start,  we  would  be  pleased  to  receive 
your  testimony. 

Ms.  Bauml.  Thank  you.  I  am  happy  to  be  here.  My  name  is  Bar- 
bara Bauml.  As  Senator  Adams  introduced  me,  I  am  a  case  man- 
ager. Nedra  Matson  is  one  of  my  clients.  And  I  first  encountered 
her  when  Leo  was  coming  home  from  the  nursing  home.  It  was  her 
Chore  service  worker  that  talked  to  her  supervisor,  who  made  a  re- 
ferral to  our  agency.  And  at  that  time  I  went  out  to  check  on  the 
situation. 

Senator  Adams.  Explain  that  now  a  little  more  slowly  and  again 
because  access  and  knowledge  and  people  being  able  to  be  aware 
of  the  alternatives  is  one  of  the  keys  to  the  Older  Americans  Act. 
So,  would  you  repeat  again  your  testimony  so  that  everyone  will 
have  that. 

Ms.  Bauml.  OK  Mrs.  Matson  was  using  Chore  service  at  the 
time,  which  is  some  help  with  some  housework  when  people  have 
some  activity  deficits.  And  it  was  her  Chore  service  worker  that 
talked  to  her  supervisor.  Her  supervisor  called  our  agency  and 
made  a  referral.  And  then  I  was  the  person  who  had  the — I  am  in 
the  area  of  East  Pierce  County.  So,  I  went  out  to  check  on  the  sit- 
uation. It  was  at  that  time  that  we  had  the  Adult  Protective  Serv- 
ices involved  because  of  the  assault.  Some  advocacy  was  required 
in  the  sheriffs  office  to  get  a  restraining  order  in  place.  Case  man- 
agement very  much  is  a  situation  where  a  lot  of  networking  hap- 
pens when  people  work  together.  And  that  was  what  was  necessary 
at  this  time.  It  was  pretty  much  a  time  of  crisis  at  that  point.  And 
then  I  worked  to  establish  the  COPES  program  for  her  because  of 
the  falls  and  the  surgery  and  the  needing  of  help  with  problems 
since  then. 

Senator  Adams.  To  those  who  do  not  know  it  and  are  not  familiar 
with  it,  would  you  describe  the  COPES  program,  please. 

Ms.  Bauml.  COPES  is  an  in-home  alternative  to  nursing  home 
placement.  It  is  basically  something  that  has  been  set  up  by  Wash- 
ington State,  utilizing  Federal  and  State  dollars.  So,  it  is  the  in- 
home  alternative  that  Charlie  Reed  was  talking  about  when  he  was 
talking  about  serving  people  in  their  homes. 

As  you  indicated,  I  am  one  of  the  team  of  12  people,  case  man- 
agers, in  my  agency.  Each  of  us  has  a  caseload  of  roughly,  probably 
on  the  average,  45  to  50  people  for  whom  we  establish  and  monitor 
COPES  care,  provide  case  management.  This  is  more  of  a  short- 
term  revolving  door  type  of  activity  where  we  go  in,  assess  a  situa- 
tion, find  out  what  kinds  of  needs  there  are — and  typically  it  is 
multiple  needs — try  and  connect  people  up  with  services,  advocate 
on  their  behalf,  and  get  them  basically  settled.  And  once  the  objec- 
tives of  the  service  plan  are  met,  then  we  bow  out. 
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The  other  thing  that  we  do  is  we  provide  bilingual  information 
and  assistance  for  ethnic  populations.  About  half  of  our  case  man- 
agers are  bilingual.  Some  of  them  speak  three  languages  and  four. 
But  training  is  an  important  part  of  our  work.  When  Charlie  Reed 
shows  up  at  the  core  training,  which  is  a  week-long  training  that 
each  of  us  is  required  to  take  once  a  year,  it  sends  a  message  to 
case  managers  and  lets  us  know  that  people  throughout  the  system 
are  very  much  interested  in  the  front-lines  people.  And  it  is  real 
clear.  He  gets  a  lot  of  input  from  us  about  what  is  happening  in 
the  field  and  what  the  people  who  are  utilizing  these  services  want. 

Networking  is  also  a  very  important  part  of  our  job.  Case  man- 
agers are  required  to  be  knowledgeable  and  work  with  a  vast  vari- 
ety of  services.  I  will  give  you  same  examples.  The  Red  Cross  Meals 
on  Wheels  and  nutrition  programs,  the  State  administered  pro- 
grams such  as  Chore  Service,  COPES,  Adult  Protective  Services, 
telephone  assistance,  and  food  stamps;  available  housing  and/or 
medical-care  options  such  as  home  health  nursing,  hospice,  nursing 
homes,  congregate  care  facilities,  adult  family  homes,  and  Federal 
senior  housing  programs;  transportation  services  through  the  coun- 
ty, contracted  agencies,  or  nonprofit  resources  such  as  the  Amer- 
ican Cancer  Society;  legal  assistance,  caregiver's  respite  services; 
private  nonprofit  and  community  resources  such  as  food  banks  and 
senior  center  program.  It  is  also  necessary  for  us  to  understand  the 
aging  process,  be  able  to  assess  situations  accurately  and  to  com- 
municate well  with  our  clients. 

We  receive  referrals  from  hospital  staff,  doctors,  other  agencies, 
and  family  members  and  friends.  Once  we  receive  a  referral,  we  go 
visit  the  client  in  their  home,  assess  the  situation,  interview  them, 
and  determine  an  appropriate  plan  of  care  for  their  particular  prob- 
lems and  situation,  given  the  available  resources.  These  plans  are 
made  with  the  clients'  consent  and  input.  And  I  think  that  is  very 
important. 

Typically,  the  people  we  meet  value  their  independence  and  their 
privacy,  but  in  some  way  are  functionally  disabled.  This  might  be 
in  case  of  a  dementia  where  their  mind  is  leaving  them,  they  have 
a  lot  of  memory  problems,  cannot  remember  how  to  get  home,  that 
kind  of  thing,  or  physical  problems,  such  as  a  stroke  or  diabetes. 
We  strive  to  develop  strategies  that  will  enable  them  to  achieve  the 
maximum  level  of  health  and  independence  of  which  they  are  capa- 
ble. Most  of  the  time — and  I  do  stress  most  of  the  time — these  peo- 
ple want  to  remain  in  their  homes  and  in  the  familiar  surroundings 
of  their  homes  and  loved  ones.  There  are  an  awful  lot  of  memories 
that  can  go  into  20  years  or  50  years  in  a  home,  I  mean,  everything 
from  plates  to  Michigan  to  just  being  comfortable  with  your  neigh- 
bors and  with  the  people  that  you  associate  with.  They  want  to  pre- 
serve their  dignity,  their  connections  with  these  friends  and  neigh- 
bors and  their  lifestyles. 

One  of  the  best  things  about  a  system  like  ours  in  this  State  is 
the  case  managers,  the  people  who  are  on  the  front  lines,  are  able 
to  give  direct  and  valuable  input  into  the  mandated  function  of 
planning  and  coordination  of  programs  at  a  local  level.  We  are  in 
the  process  of  our  four-year  plan  right  now,  and  case  managers  do 
have  input  into  this  plan,  as  well  as  citizens  and  so  forth.  These 
programs  and  services  are  valued  and  needed  by  the  aging  and  dis- 
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abled  populations  and  their  family.  And  we  are  in  a  position  to  un- 
derstand that  better  than  anyone  else  because  we  are  the  folks  that 
go  out  and  interact  with  them. 

When  trained  professional  staff  who  care  about  people  have  man- 
ageable caseloads  and  accurate  resources,  we  end  up  with  a  system 
that  responds  well  to  the  genuine  needs  of  the  people  that  we 
serve.  I  have  East  Pierce  County.  I  am  in  a  rural  area,  and  I  typi- 
cally work  with  communities.  I  have  like  four  small  towns.  So,  I 
go  in  and  I  network  with  these  people.  And  it  is  not  just  the  State 
programs  that  are  available,  but  the  local  programs.  It  works  fairly 
well  We  do  end  up  making  a  difference  in  people's  lives.  We  im- 
prove their  quality  of  life  very  much. 

Without  the  Area  Agency  on  Aging,  I  think  there  would  be  a 
huge  gap  in  services  to  seniors  and  caregivers.  The  services  would 
be  much  more  likely  to  be  duplicated  and  uncoordinated,  and  often- 
times clients  simply  would  not  get  services.  They  would  be  left  to 
contend  with  the  intricacies  of  bureaucratic  rules  and  systems  on 
their  own.  And  even  as  a  case  manager,  I  can  tell  you  at  times  this 
is  overwhelming,  especially  when  multiples  agencies  are  involved. 
Many  people  lack  the  perseverance  and/or  the  knowledge  to  access 
these  services  that  are  available  to  them.  Without  the  Area  Agency 
on  Aging,  those  of  us  in  the  system  and  those  of  us  served  Dy  it 
would  be  where  we  were  without  the  telephone — out  of  touch. 

[The  prepared  statement  of  Ms.  Bauml  appears  in  the  appendix.] 

Senator  Adams.  Thank  you  very  much,  particularly  for  an  excel- 
lent explanation  of  what  the  case-management  system  is. 

Ms.  Marsh. 

Ms.  Marsh.  Thank  you.  I  have  a  little  bit  of  a  frog  in  my  throat. 
Let  me  say  good  morning  and  thank  you  personally  for  the  oppor- 
tunity to  address  you.  As  you  have  already  heard,  I  serve  on  the 
board  of  directors  of  the  Alzheimer's  Association,  and  my  name  is 
Tanis  Marsh.  In  the  last  couple  of  years  I  have  acquired  some  new 
titles  which  follow  that  name,  the  titles  of  "adult  child"  and  of 
"caregiver." 

In  August  of  1988  my  mother  was  diagnosed  as  having  a  progres- 
sive dementia  of  the  Alzheimer's  type.  Since  that  diagnosis  the  life 
of  every  member  of  my  family  has  changed  in  some  way. 

It  may  surprise  you  to  know  that  as  a  newly  diagnosed  victim 
of  dementia,  my  mother  remains  the  brilliant  woman  and  wonder- 
ful conversationalist  that  she  has  always  been.  She  remains  phys- 
ically rather  strong.  She  also  requires  around-the-clock  care. 

It  was  a  devastating  decision  to  decide  that  mother  could  no 
longer  stay  alone,  especially  when  she  appeared,  quote,  "so  nor- 
mal." But  two  broken  arms  and  a  ruptured  disk  within  a  nine- 
month  period  made  the  family  understand  that  her  physical  well- 
being  was  truly  at  risk. 

Those  physical  ailments  made  the  family  come  together,  and  for 
the  first  time  we  took  a  close  look  at  what  had  been  happening  to 
our  mother.  Although  appearing  lucid,  mom  could  no  longer  cook, 
take  her  medication  appropriately,  did  not  know  her  doctors,  and 
was  causing  considerable  disruption  in  her  neighborhood.  From  day 
to  day  she  could  not  remember  what  she  had  done. 

Suddenly  all  of  the  phone  calls,  one  after  the  other,  asking  the 
same  thing  over  and  over;  the  anger;  the  panic  attacks;  ana  the 
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confusing  stories  that  we  had  been  hearing  began  to  take  on  a  new 
and  melancholy  meaning.  We  had  to  say  aloud  what  we  had  all 
been  silently  thinking:  something  was  terribly  wrong  with  mother, 
and  it  was  not  just  old  age  or  the  shock  of  our  father's  death. 

The  movie  "Driving  Miss  Daisy"  had  not  been  produced  as  we  en- 
tered into  the  world  of  caregiving.  But  I  think  the  family  somehow 
envisioned  a  nice  companion,  one  who  would  develop  the  same 
touching  fondness  found  between  Miss  Daisy  and  her  chauffeur, 
who  would  come  and  share  their  time  and  experiences  with  our 
mother.  But  Miss  Daisy  did  not  have  Alzheimer's  Disease. 

It  was  a  rude  awakening  to  discover  that  mom's  unpredictable 
behaviors  made  it  impossible  to  find  one  person  with  the  energy  to 
work  a  24-hour  shift.  The  dynamic  mood  swings  from  delightful 
and  happy  to  anger  and  paranoia  require  one  to  be,  quote,  "work- 
ing^' too  much  of  the  time.  A  certain  immunity  must  be  developed 
to  stand  the  verbal  abuse  that  happens  during  those  difficult  hours. 
It  also  is  not  unusual  to  find  mom  cleaning  the  kitchen  cabinets 
at  3:00  in  the  morning. 

After  weeks  of  interviews  and  searching,  we  did  find  those  spe- 
cial people  to  help  us.  It  takes  a  staff  of  four.  Each  member  of  my 
family  fully  understands  how  much  these  people  contribute  to  the 
quality  of  our  lives. 

You  must  be  wondering  why  I  am  the  one  speaking  with  you 
today.  It  might  appear  that  things  are  more  than  under  control  in 
our  household.  But  things  are  never  under  control  for  a  family 
dealing  with  Alzheimer's.  I  am  still  very  much  involved  with  the 
care  of  my  mother  on  an  almost  daily  basis. 

When  we  have  what  are  called  catastrophic  episodes,  we  all  be- 
come exhausted.  The  people  that  help  have  in  many  ways  become 
extended  family  members.  We  support  one  another  and  find  each 
other  to  lean  upon  so  that  some  stability  may  be  added  to  our  er- 
ratic days. 

It  is  not  just  mom  and  the  household  that  need  to  be  sustained, 
but  the  legal  and  financial  things.  We  want  to  assure  ourselves 
that  mom  will  be  able  to  stay  in  her  home  for  as  long  as  possible. 
At  times  my  fatigue  and  sadness  exhaust  my  husband  and  my  two 
children.  I  have  gotten  to  dread  the  incessant  phone  calls  with 
more  and  more  problems.  I  brace  myself  for  the  days  with  mother, 
because  I  do  not  know  if  I  will  be  meeting  the  mother  I  love  ana 
remember  or  someone  I  really  do  not  want  to  know  who  has  Alz- 
heimer's Disease. 

I  cannot  imagine  how  families  cope  with  the  responsibilities  of 
caring  for  an  Alzheimer's  patient  without  the  type  of  help  that  I 
have.  But  they  are,  and  they  are  doing  it  every  day  with  more  love 
and  more  skill  than  could  possibly  be  found  elsewhere.  Eighty  per- 
cent of  all  Alzheimer's  patients  are  protected  in  the  home. 

I  am  told  that  the  cost  per  year  for  the  care  of  Alzheimer's  vic- 
tims in  the  United  States  is  $90  billion.  Of  this  number,  the  Fed- 
eral Government  pays  4.4  billion  and  the  states  pay  4.1.  The  re- 
maining costs  are  borne  by  the  families. 

Because  the  Alzheimer's  patient  may  be  susceptible  to  dis- 
orientation in  unfamiliar  surroundings,  it  is  in  many  cases  in  their 
best  interest  to  stay  in  the  home  for  as  long  as  possible.  Coinciden- 
tally,  this  results  in  a  savings  to  the  taxpayer. 
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A  recent  observation  by  a  visiting  nurse  is  revealing.  Of  the  12 
Alzheimer's  families  on  her  caseload,  she  found  eight  deaths  in  one 
three-month  period.  Of  those  deaths,  one  was  the  Alzheimer's  pa- 
tient, and  the  other  seven  were  the  caregivers.  Our  Nation's 
caregivers  need  some  help. 

I  am  here  to  ask  for  that  help  on  behalf  of  the  caregivers  who 
could  not  leave  their  responsibilities  and  be  here  with  you  today. 
The  Alzheimer's  Association  would  like  to  request,  through  the  re- 
authorization of  the  Older  Americans  Act,  the  following: 

An  expansion  of  support  services  provided  for  family  caregivers, 
especially  adult  day  care  and  respite  care.  We  place  particular  em- 
phasis upon  the  need  for  in-home  respite  care. 

We  ask  for  flexibility  in  the  design  of  any  new  services  so  that 
they  may  meet  the  individual  needs  of  the  families.  Each  Alz- 
heimer's family  and  patient  have  different  requirements. 
And  finally  we  ask  for  special  training  for  all  family  and  profes- 


standing  the  techniques  and  skills  required  to  deal  with  the  unique 
conduct  of  people  suffering  from  cognitive  disorders. 

Sadly,  Alzheimer's  Disease  is  becoming  ever  more  familiar  as  the 
population  of  America  ages.  It  is  estimated  that  14  million  people 
in  the  United  States  may  suffer  from  this  disease  by  the  year  2040. 
And  for  each  Alzheimer's  victim  there  will  be  a  spouse  or  an  adult 
son  or  daughter  whose  entire  life  will  change  witn  the  demands  of 
caregiving.  One  victim  from  this  disease  is  enough.  We  do  not  need 
two. 

I  would  like  to  submit  for  the  subcommittee  consideration  the  fol- 
lowing statement. 
Thank  you. 

[The  prepared  statement  of  Ms.  Marsh  appears  in  the  appendix.] 

Senator  Adams.  Thank  you  very  much,  Ms.  Marsh.  You  have  put 
a  perspective  on  and  put  into  words  some  things  that  some  of  us 
have  been  through  and  did  not  understand.  And  I  think  it  is  some- 
thing that  we  all  have  to  focus  on  a  great  deal  more.  We,  like  you, 
just  did  not  know  what  was  happening.  It  is  an  incredible  thing. 

I  want  to  thank  all  of  you.  If  any  of  you  have  anything  further 
you  would  like  to  State,  I  would  be  pleased  to  receive  it.  But  I 
think  your  testimony  has  been  excellent  and  cogent,  and  I  particu- 
larly appreciate  the  time  you  put  into  making  it  understandable  to 
all  of  us.  And  I  asked  my  questions  to  Ms.  Bauml  about  the 
networking  and  how  the  agency  works  so  that  everyone  under- 
stood, because  I  think  access  is  a  primary  problem  here.  The 
Alzheimer  problem  we  will  discuss  more  at  a  later  time  because  it 
is  a  truly  frightening  and  difficult  situation  that  many  people  are 
not  aware  of  yet. 

Thank  you  all. 

Ms.  Bauml.  Let  me  add  one  thing.  Ms.  Marsh's  testimony  is  a 
good  reminder  to  me  of  just  how  typical  a  situation  like  that  is  in 
terms  of  the  cost  and  disruption  to  the  family.  And  also  it  reminds 
me  that  so  often  when  I  go  in  the  field,  anything  can  happen.  The 
variety  of  situations  that  I  deal  with  is  immense. 

Senator  Adams.  That  is  why  I  think  the  case-management  por- 
tion of  this  legislation  is  incredibly  important,  and  we  may  need  to 
strengthen  it. 
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Our  next  panel  consists  of  Mr.  Evan  Iverson,  President  of  the 
Washington  Senior  Citizens  Lobby;  Mr.  Max  Hoffman,  Chair,  West- 
ern Washington  Long-Term  Care  Campaign;  Mr.  Ted  Dahl,  Chair- 
person of  the  Pierce  County  Department  of  Aging  and  Long-Term 
Care  Advisory  Committee,  Tacoma,  WA;  and  Ms.  Gene  Brooks, 
President  of  Senior  Services  of  Washington,  Seattle,  WA.  Welcome 
to  each  of  you.  I  will  wait  until  everyone  is  seated.  In  the  mean- 
time, I  will  introduce  the  panel  to  those  who  do  not  know  them. 

Mr.  Evan  Iverson  is  no  stranger  to  legislative  hearings  and  the 
legislative  process.  He  holds  a  very  important  position  as  President 
of  Washington  Senior  Citizens  Lobby  and  has  repeatedly  dem- 
onstrated its  impact  on  the  Washington  State  legislature.  He  has 
served  as  an  administrator  and  analyst  for  State  agencies  in  Wash- 
ington and  Utah,  including  the  Washington  State  Department  of 
Transportation.  He  was  Executive  Director  of  the  League  of  Cities, 
Research  Director  for  Utah  Legislature,  and  was  a  university  pro- 
fessor. 

My  friend  Max  Roffman  I  am  delighted  to  see  here  with  us  today. 
He  has  an  extraordinary  background  as  a  deeply  committed  activist 
on  matters  affecting  older  Washingtonians.  His  list  of  current  re- 
sponsibilities is  much  too  long  to  cover  here,  much  less  his  past  ex- 
periences. Of  particular  note,  however,  is  the  fact  that  he  chairs 
the  Western  Washington  Long-Term  Care  Campaign.  His  national 
roles  included  serving  as  Region  X  vice  president,  the  National 
Council  of  Senior  Citizens.  He  is  also  a  member  of  the  board  of  di- 
rectors for  the  Washington  State  Council  of  Senior  Citizens  and  is 
on  the  board  of  directors  of  the  Washington  Senior  Lobby.  Max,  it 
is  always  good  to  see  you,  and  I  look  forward  to  your  comments. 

Mr.  Ted  Dahl,  the  third  member  of  our  panel,  is  Chairperson  of 
the  Pierce  County  Department  of  Aging  and  Long-Term  Care  Advi- 
sory Committee.  We  have  heard  this  referred  to  earlier  by  other 
witnesses.  He  was  appointed  to  the  advisory  committee  2  years  ago 
and  then,  as  a  general  council  member,  retired.  He  retired  10  years 
ago  and  was  an  industrial  engineer  and  a  business  consultant.  He 
is  now  leading  the  committee's  efforts  to  initiate  a  county  ombuds- 
man program  and  is  particularly  proud  of  the  respite  program  that 
has  been  established  in  Pierce  County  just  this  last  year.  Because 
he  watched  his  sister  and  mother-in-law  have  to  spend  their  life 
savings  to  pay  for  nursing  home  care,  Mr.  Dahl  is  especially  con- 
cerned about  financing  and  high  costs  of  long-term  care. 

Ms.  Gene  Brooks,  who  completes  this  panel,  is  another  long-term, 
long-time  friend  of  mine.  Her  extensive  commitment  to  serving  the 
older  citizens  of  our  State  is  well  known.  Gene  is  manager  of  the 
King  County  Aging  Program  as  well  as  liaison  to  the  Seattle/King 
County  Division  on  Aging.  In  addition  to  her  advocacy  and  experi- 
ence for  older  Americans,  Ms.  Brooks  has  originated  both  the  Post- 
al Alert  Program  in  King  County  and  the  annual  Senior  Day  at  the 
Kingdome  where  4,000  county  senior  citizens  participate  each  year. 
Gene,  we  thank  you  for  being  with  us  and  doing  the  work  you  do. 

And  it  is  going  to  be  a  pleasure  for  me  to  hear  this  panel,  and 
we  will  start  with  Mr.  Iverson. 
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STATEMENTS  OF  EVAN  IVERSON,  PRESIDENT,  WASHINGTON 
SENIOR  CITIZENS  LOBBY,  OLYMPIA,  WA;  MAX  ROFFMAN, 
CHAIR,  WESTERN  WASHINGTON  LONG-TERM  CARE  CAM- 
PAIGN, SEATTLE,  WA;  TED  DAHL,  CHAIRPERSON,  PIERCE 
COUNTY  DEPARTMENT  OF  AGING  AND  LONG-TERM  CARE 
ADVISORY  COMMITTEE,  TACOMA,  WA;  AND  GENE  BROOKS, 
PRESIDENT,  SENIOR  SERVICES  OF  WASHINGTON,  SEATTLE, 
WA 

Mr.  Iverson.  Thank  you.  My  name  is  Evan  Iverson.  I  am  here 
in  the  capacity  as  president  of  the  Washington  State  Senior  Citi- 
zens Lobby.  I  think  that  to  avoid  some  of  the  duplicate  statements 
that  have  been  made,  I  would  like  to  go  to  some  observations  that 
I  have  and  I  am  sure  the  seniors  have  about  the  Older  Americans 
Act  and  the  crucial  role  that  it  plays. 

Senator  Adams.  Your  entire  statement  will  appear  in  the  record 
as  though  given.  And  please  proceed  however  is  most  comfortable, 
Mr.  Iverson. 

Mr.  Iverson.  First  of  all,  I  would  like  to  just  indicate  that  I 
think  we  are  at  a  certain  crucial  time  as  far  as  senior  programs 
are  concerned.  Some  choose  to  ignore  problems  that  many  seniors 
face  by  assuming  that  the  income  of  seniors  has  risen  sufficiently 
that  programs  such  as  Social  Security  cover  the  needs  of  seniors 
and  tnat  seniors  in  general  are  financially  well  off  to  carry  a  num- 
ber of  these  programs  themselves  through  private  means.  Yes, 
progress  has  been  made.  But  numerous  studies  indicate  that  pov- 
erty among  seniors  is  greater  than  among  any  other  adult  age 
group.  Ana  of  course  low  income,  the  problems  associated  with 
that,  is  only  one  part  of  the  problem,  as  we  all  know. 

The  Older  Americans  Act  has  provided  resources  and  developed 
an  aging  network  that  has  addressed  some  of  the  critical  needs  of 
the  elderly.  Now,  by  working  together  this  network  has  been  able 
to  sponsor  various  types  of  legislation  and  initiate  programs  that 
have  a  definite  impact  on  the  quality  of  life  of  seniors.  In  this  re- 
gard, I  think  that  it  is  not  only  crucial  that  the  Older  Americans 
Act  be  reauthorized,  as  has  been  done  a  number  of  times,  but  also 
the  manner  in  which  it  is  done.  And  I  would  like  to  go  to  that. 

You  have  heard  of  the  progress  that  has  been  made  in  Washing- 
ton State,  and  certainly  Washington  has,  comparatively  speaking, 
a  very  good  system.  But  despite  our  considerable  progress,  Wash- 
ington State  is  unable  to  keep  up  with  the  growing  needs  of  long- 
term  care.  Unfortunately,  our  experience  is  typical  of  most  other 
states.  You  have  heard  a  great  deal  about  the  bias  of  the  system 
toward  the  nursing-home  services.  And  I  think  that  all  the  efforts 
that  are  being  made  in  the  community-care  programs  will  only  be 
successful  if  we  can  expand  that  and  we  can  develop  a  certain  qual- 
ity in  those  programs,  that  the  various  practitioners,  the  placement 
supervisors  in  the  hospitals,  the  M.D.'s,  the  other  people  serving  in- 
dividuals, can  have  a  certain  amount  of  credibility  of  the  quality 
and  the  extent  of  the  services  provided  before  we  can  really  have 
a  move,  an  extensive  move,  away  from  nursing  homes. 

Now,  I  am  not  making  this  to  State  that  the  moves  that  are 
being  made  are  not  in  the  right  direction.  They  definitely  are.  I  just 
want  to  emphasize  this  need  that  we  have  and  the  crucial  role, 
therefore,  that  this  Older  Americans  Act  takes. 
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Now,  even  with  the  Title  XIX  entitlement  programs,  developed 
partially  using  waivers,  community  services  receive  inadequate 
funding  and  the  nursing-home  budgets  continue  to  grow. 

As  far  as  recommendations  are  concerned,  the  recommendations 
that  are  contained — and  I  am  sure  that  your  Committee,  you  have 
had  and  your  Committee  has,  of  the  State  units  on  aging  and  of 
the  national  association  of  the  area  agencies,  provide  a  good  frame- 
work for  a  national  policy.  An  essential  part  of  any  Nation's  pro- 
gram must  include  adequate  funding  for  continuum  care.  That  of 
course  we  all  emphasize  and  know. 

To  achieve  this,  however,  a  public  insurance  program  is  required 
in  addition  to  Medicaid  and  other  funds  used  primarily  for  low-in- 
come families.  And  a  crucial  role  in  the  organization,  the  advocacy, 
the  Older  Americans  Act,  it  is  highly  important. 

I  want  to  endorse  statements  that  have  been  made  here  that  I 
feel  we  could  do  a  great  deal  more  if  there  were  greater  flexibility 
of  funds.  And  it  is  amazing  to  me  that  we  spend  as  much  time  as 
we  do  on  the  categorization  of  funds,  justifying  such  funds,  the 
amount  of  paperwork  that  has  to  go  into  this,  the  problems  in  try- 
ing to  use  Federal  money.  And  so  I  think  that  any  efforts  that  can 
be  made  in  this,  not  only  in  the  reauthorization  of  the  Older  Ameri- 
cans Act,  but  also  in  the  overall  funding  program,  to  make  the 
funds  more  flexible,  would  be — it  is  extremely  important. 

I  believe  that  long-term  care  needs  will  increase,  not  only  in- 
creasing rapidly,  but  our  challenge  in  saying  that,  I  think,  then  we 
have  the  next  step  that  we  need  to  take.  And  that  is  an  examina- 
tion of  our  priorities  in  funding  because  one  hears  all  the  time  that, 
yes,  we  recognize  these  needs.  However,  we  do  not  have  funds. 

Now,  I  would  like  to  suggest  that  we  do  have  the  funds.  We  can 
find  funds  for  various  kinds  of  things  that  fit  our  priority.  But  what 
we  need  to  really  examine  carefully  is  our  priority  in  funding.  And 
because  without  adequate  resources,  I  think  we  can  be  very  well 
organized,  but  we  cannot  achieve  the  kind  of  goals  that  we  are 
after  without  a  reexamination  of  our  priorities. 

Thank  you  for  the  opportunity  of  being  here. 

[The  prepared  statement  of  Mr.  Iverson  appears  in  the  appen- 
dix.] 

Senator  Adams.  Thank  you,  Mr.  Iverson,  very  much. 
Mr.  Roffman. 

Mr.  Roffman.  Senator  Adams,  before  I  go  into  the  formal  part, 
I  am  not  sure  whether  you  are  aware  of  my  organization,  the  Na- 
tional Council  of  Senior  Citizens,  once  a  year  publishes  the  voting 
records  of  every  senator  and  Congressperson  in  the  United  States 
and  then  gives  them  a  score  based  on  what  we  consider  the  ten 
most  important  items  affecting  senior  citizens.  Last  year  your  score 
was  100  percent,  from  our  point  of  view.  Also  we  nave  looked  at 
your  cumulative  score  over  the  years,  and  that  comes  up  to  95  per- 
cent. And  there  is  only  one  senator  with  a  score  higher  than  yours 
over  a  period  of  years,  and  that  is  at  96  percent.  Everybody  else 
is  below,  and  some  down  as  low  as  20  percent.  I  thought  you  would 
be  interested  in  knowing  this.  This  is  published  by  the  National 
Council  of  Senior  Citizens. 

Senator  Adams.  Thank  you,  Mr.  Roffman. 
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Mr.  ROFFMAN.  Now,  thank  you  for  allowing  me  to  testify  on  the 
matter  of  reauthorizing  the  Older  Americans  Act.  To  me,  the  Older 
Americans  Act  is  second  in  importance  only  to  the  Social  Security 
Act  in  protecting  the  welfare  of  older  persons.  It  is  on  a  par  witn 
Medicare  in  helping  older  persons. 

Unfortunately,  the  Older  Americans  Act  is  less  well  understood 
by  the  public  at  large  and  by  senior  citizens.  The  broad  objectives, 
if  achieved,  are  equivalent  to  a  bill  of  rights  for  our  senior  popu- 
lation and  worth  repeating.  Adequate  income,  physical  and  mental 
health,  suitable  housing,  full  restorative  services  for  those  who  re- 
quire institutional  care,  employment  without  age  discrimination, 
retirement  in  health,  honor,  ana  dignity,  participation  in  civic,  cul- 
tural and  recreational  activities,  efficient  community  services,  ben- 
efits from  research  designed  to  sustain  and  improve  health  and 
happiness,  freedom  to  plan  and  manage  their  own  lives. 

Now,  to  quickly  summarize  the  progress  report,  we  must  say  that 
great  strides  have  been  made,  but  not  enough.  Poverty  among  the 
elderly  has  been  reduced,  but  we  still  have  about  12  percent  of  sen- 
iors living  below  the  poverty  line.  We  have  developed  greater  tech- 
nology and  knowledge  to  improve  physical  and  mental  health.  But 
access  to  facilities  and  care  has  lagged. 

From  the  passage  of  the  act  in  1966  until  1980,  we  have  built 
public  housing  for  the  elderly.  Since  1980  funding  for  this  purpose 
nas  been  reduced,  while  the  population  of  seniors  has  increased. 
Thus  we  have  seniors  in  this  day  and  age  who  are  homeless  or  liv- 
ing in  substandard  quarters. 

Regarding  restorative  services  for  those  needing  institutional 
care,  the  results  are  a  mixed  bag.  We  are  lucky  to  have  Federal 
and  State  funds  for  people  who  need  institutional  care  but  cannot 
afford  it.  On  the  other  hand,  with  some  exceptions,  the  quality  of 
such  care  has  not  been  the  best,  and  in  a  large  number  of  instances 
the  care  has  been  disgraceful.  The  ombudsman  type  of  investiga- 
tion, inspection,  and  correction  has  been  good  as  far  as  it  can  go, 
but  it  is  woefully  underfunded  to  meet  the  growing  needs. 

Age  discrimination  in  employment  remains  a  problem,  possibly 
not  as  bad  as  it  was  a  few  years  back.  But  we  still  have  a  long  way 
to  go  to  eliminate  age  discrimination.  Retirement  in  health,  honor, 
and  dignity  can  only  be  achieved  when  all  the  other  objectives  have 
been  met.  The  Older  Americans  Act  has  helped  but  not  yet  solved 
this  problem. 

Our  participation  in  civic,  cultural  and  recreational  activity  is 
limited  by  our  own  physical,  mental,  and  financial  capacity.  The 
recreational  activity  in  the  various  senior  centers  throughout  the 
Nation  appears  to  be  excellent,  and  we  applaud  them.  However,  we 
must  keep  in  mind  we  seek  here  today,  among  the  elderly  that  are 
in  the  audience,  the  persons  who  are  physically  able  and  mentally 
alert.  I  am  personally  happy  that  close  to  the  age  of  81  I  am  still 
able  to  be  active  in  community  affairs.  The  shut-ins,  the  very  frail, 
the  blind  and  disabled  are  not  so  fortunate.  Through  the  Older 


done  much  to  alleviate  the  suffering  of  our  aged  and  frail  seniors. 
But  much  more  needs  to  be  done. 

As  for  efficient  community  services,  I  have  nothing  but  praise  for 
the  work  of  the  divisions  on  aging,  especially  in  the  King  County, 
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Seattle  area,  with  which  I  am  most  familiar.  However,  even  here 
the  divisions  and  the  Area  Agencies  could  do  a  better  job  if  they 
had  more  funds. 

The  benefits  from  research  to  sustain  and  improve  health  and 
happiness  are  within  our  grasp  technically,  but  a  true  achievement 
is  possible  only  from  strengthening  the  Older  Americans  Act  and 
ultimately  through  passage  of  a  national  health  program  such  as 
exists  in  all  industrial  nations  except  for  South  Africa  and  the 
USA. 

As  far  as  freedom  to  manage  and  plan  our  lives,  I  guess  we  have 
the  freedom,  but  in  millions  of  cases  we  do  not  have  the  means.  It 
will  require  a  stronger  Older  Americans  Act  and  a  national  health 
program  to  reach  that  goal. 

Here  in  Washington,  through  the  Older  Americans  Act,  we  have 
State  coordination  of  Area  Agencies  on  Aging,  which  includes  com- 
prehensive services  for  older  adults.  The  mandate  of  the  act  puts 
heavy  emphasis  on  advocacy.  And  the  advocacy  aspect  in  King 
County  and  elsewhere  has  put  the  area  agency  into  a  leadership 
position  in  developing  a  statewide  long-term  care  program. 

The  Area  Agencies  support  the  work  of  the  Senior  Lobby,  which 
is  the  foremost  advocacy  coalition  in  the  State.  The  Area  Agencies 
have  a  communication  network  to  alert  senior  citizens  regarding  is- 
sues that  come  before  the  legislature.  The  local  agencies  plan  for 
long-term  care  services  and  support  new  services  such  as  assistive 
living,  which  keeps  people  out  of  expensive  institutions. 

The  area  agency  has  supported,  with  partial  success,  additional 
allocations  for  the  ombudsman  program  which  protects  residents  of 
nursing  homes.  The  Seattle/King  County  Division  on  Aging  has  tar- 
geted services  to  low-income,  over  age  75,  minority,  and  limited- 
English  speaking  people  for  special  attention.  The  area  agency  has 
developed  an  intergenerational  outreach  and  collaborates  with  or- 
ganizations that  advocate  for  the  40  percent  of  the  population  that 
is  under  the  age  of  60,  but  which  needs  long-term  care. 

Through  the  Older  Americans  Act,  states  and  communities  re- 
ceive grants  that  make  possible  transportation  services,  nutrition 
services,  and  senior  centers,  home-delivered  meals,  information  and 
referral  services,  chore  services,  day  care  for  the  very  frail,  edu- 
cational opportunities,  employment  for  the  elderly,  and  shopping 
assistance.  I  have  seen  the  happy  faces  of  old  people  enjoy  a  nutri- 
tious meal  in  the  welcome  company  of  people  their  own  age.  People 
over  age  60  can  get  such  a  meal  by  contributing  $1.75.  These  are 
good  meals.  I  have  eaten  them.  And  for  some  participants,  this  is 
their  only  meal  of  the  day. 

The  National  Council  of  Senior  Citizens  proposes  strengthening 
Title  III,  which  provides  the  services  I  have  mentioned.  We  also  be- 
lieve that  there  needs  to  be  a  new  emphasis  on  protections  of  sen- 
iors from  abuse,  and  I  think  we  have  heard  testimony  along  that 
earlier  today. 

In  conclusion,  I  want  to  emphasize  that  permitting  the  Older 
Americans  Act  to  expire  would  be  a  tragedy  not  only  for  the  elder- 
ly, but  for  America  as  a  whole.  It  would  shift  the  burden  of  care 
onto  already  overburdened,  middle-aged  children  of  our  seniors.  It 
would  overtax  welfare  programs  of  states  and  communities.  It 
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would  mean  that  millions  of  Americans  would  be  doomed  to  a  bleak 
life  and  an  early  grave  before  their  natural  life  span  has  ended. 

We  therefore  back  you  up  in  sponsoring  the  reauthorization  of 
this  law,  and  we  thank  you  for  your  efforts. 

Senator  Adams.  Thank  you,  Mr.  Roffman,  very  much. 

Mr.  Dahl. 

Mr.  Dahl.  Senator  Adams  and  staff,  I  am  a  member,  as  has  been 
stated,  of  the  Advisory  Board  of  the  Pierce  County  Area  Aging  and 
Long-Term  Care.  We  are  all  voluntary  people.  We  are  dedicated  to 
the  welfare  and  well  being  of  the  senior  senior.  We  have  numerous 
committees.  We  work  well  together.  We  have  to  realize  that,  as  far 
as  fiinds  are  concerned,  we  have  priorities,  and  we  advise  the  agen- 
cy as  to  where  we  think  they  should  be  most  expended. 

Our  agency  will  administer  almost  $1.8  million  of  Older  Ameri- 
cans Act  dollars  of  1991.  These  funds  have  a  considerable  impact 
on  the  quality  of  life  for  many  of  Pierce  County's  60-plus  citizens. 

At  this  time,  I  would  like  to  make  several  points  concerning  the 
importance  of  the  Older  Americans  Act  and  its  vital  link  to  the  ex- 
pansion of  needed  long-term  care  services.  It  is  important  that  the 
Older  Americans  Act  continue  to  place  special  emphasis  on  out- 
reach to  minority  and  low  income.  Our  seven  ethnic  congregate 
meal  sites  have  linked  numerous  individuals  to  long-term  care 
service  they  otherwise  would  not  have  accessed.  Also  it  gives  them 
a  bit  of  social  life,  especially  those  persons  that  live  alone.  I  some- 
times wonder  if  they  are  more  appreciative  of  the  social  life  than 
they  are  of  the  meal.  And,  as  tne  gentleman  said  here,  they  do 
have  excellent  meals. 

Many  of  these  people  that  live  alone  say,  "Whv  should  I  cook  for 
myself?  Why  don't  I  just  pick  here  and  pick  there?"  That  is  not 
good  for  their  health. 

Access  to  all  long-term  care  is  essential  in  assuring  that  those  in 
need  receive  help.  Information  and  assistance  programs  bring  peo- 
ple in  need  and  services  together.  Case  management  provides  as- 
sessment expertise  when  needs  are  multiple  and  complex.  We  be- 
lieve that  case  management  is  essential  core  service,  largely  re- 
sponsible for  the  successful  implementation  of  Washington's  long- 
term  care  initiatives,  COPES  and  Respite  being  a  specific  example. 

Just  this  past  year  we  became  entailed  in  a  restaurant  program, 
and  we  think  it  is  a  very  necessary  factor  in  the  lives  of  those  who 
assist  the  disabled  and  the  elderly. 

In-home  services  to  frail  older  persons  are  critical  to  maintaining 
individuals  in  their  own  homes.  I  have  talked  to  many  individuals 
who  have  said,  "Don't  ever  put  me  in  a  nursing  home.  I  would  rath- 
er be  taken  care  of  at  home."  And  this  is  understandable,  after  liv- 
ing in  their  home  for  20,  30,  40,  50  years.  I  think  this  is  a  very 
essential  part  of  our  program. 

Title  III-D  funding  needs  to  increase  to  reflect  the  fast-growing 
population  group,  those  85  years  and  older.  We  all  know  that  this 
is  going  to  be  really  expanded  in  the  next  10  years. 

These  type  of  services  are  critical  to  the  overall  goal  of  providing 
in-home  care.  Washington  State's  Chore,  Personal  Care,  ana 
COPES  programs  serve  many  citizens  in  need.  However,  Older 
Americans  Act  funding  is  a  critical  safety  net  for  those  persons  who 
fall  through  the  gaps. 
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We  are  encouraged  that  the  Older  Americans  Act  has  recognized 
the  importance  of  ombudsman  funding.  This  is  one  of  our  goals  for 
this  coming  year,  to  get  into  the  ombudsman  programs.  In  Pierce 
County  we  have  some  3,200  nursing-home  beds  that  we  feel  that 
we  are  going  to  have  to  respond  to  their  needs  and  their  answers 
to  problems  that  they  have  incurred. 

Emphasis  on  the  long-term  care  system  is  necessary  to  ensure 
that  the  most  medically  fragile  and  vulnerable  of  our  society  con- 
tinues to  receive  quality  care,  especially  in  a  setting  most  appro- 
priate to  meet  their  needs  and  circumstances. 

We  believe  it  is  critical  that  the  Older  Americans  Act  maintain 
maximum  flexibility  to  meet  local  needs  and  conditions.  Without 
this  flexibility,  our  community  needs-analysis  and  planning  efforts 
would  become  ineffective.  As  Washington  State  attempts  to  address 
the  long-term  care  needs  of  its  citizens,  Older  Americans  Act  funds 
increasingly  must  be  able  to  address  certain  gaps  that  appear. 

Intergenerational  programs  have  long  been  needed  to  promote 
healthy  and  natural  helping  relationships.  They  are  also  essential 
in  assuring  that  ethnic  minorities  access  services.  We  strongly  en- 
courage the  use  of  meal  programs  in  schools,  where  feasible,  and 
the  sharing  of  day-care  facilities. 

In  the  past  25  years,  the  Older  Americans  Act  funds  have  been 
used  to  develop  a  model  long-term  care  system  in  Washington 
State  put  together  with  the  strong  leadership  of  senior  citizens.  I 
address  that  to  some  of  our  members  that  are  now  attending, 
which  is  on  our  advisory  committee.  Many  hours  are  spent  by  these 
persons,  anywhere  from  20  to  50  to  75  hours  a  month  at  a  time, 
to  make  sure  that  the  senior  citizens  are  taken  care  of.  Reiterating, 
put  together  with  the  strong  leadership  of  senior  citizens,  the  serv- 
ice framework  now  developed  can  be  used  by  others  needing  long- 
term  care  through  other  funding  sources.  Throughout  the  develop- 
ment of  this  cost-effective  model,  local  input,  and  therefore  owner- 
ship, was  key  to  success.  Each  State  and  each  planning  and  service 
area  will  be  unique  and  different.  Successful  long-term  care  models 
must  acknowledge  this  and  be  flexible  enough  to  meet  challenges. 

And  at  this  time  I  would  like  to  thank  you  for  providing  us  the 
opportunity  for  the  presentation  of  our  desires. 

[The  prepared  statement  of  Mr.  Dahl  appears  in  the  appendix.] 

Senator  Adams.  Thank  you  very  much,  Mr.  Dahl.  I  will  have 
some  questions  to  the  panel  generally  in  a  moment. 

Ms.  Brooks. 

Ms.  Brooks.  Thank  you,  Senator  Adams  and  staff,  for  asking  me 
to.  testify  today.  I  am  here  representing  600  members  of  Senior 
Services  of  Washington,  a  statewide  organization  of  professionals  in 
the  aging  field.  I  am  also  here  in  my  role  as  manager  of  aging  pro- 
grams for  King  County.  I  would  also  like  to  represent  myself  as  the 
older-daughter  caregiver  and  that  I  care  for  my  mother,  a  retired 
social  worker,  in  my  home. 

We  in  Washington  State  are  proud  of  the  progress  we  have  made 
in  developing  home  and  community-based  services  in  coordination 
with  the  Older  Americans  Act.  Especially  exciting  this  year  are  the 
recommendations  that  you  have  just  heard  today  of  the  State  Long- 
Term  Care  Commission  and  the  resultant  Omnibus  Community- 
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Based  Long-Term  Care  Secured  Benefit  Act  now  being  considered 
by  our  current  legislature. 

In  King  County  we  have  a  unique  system  consisting  of  an 
interlocal  agreement  between  King  County,  United  Way,  and  the 
City  of  Seattle  which  administers  the  local  area  agency.  These 
three  entities  work  together  to  plan,  set  policy,  and  make  decisions 
regarding  the  allocation  of  Federal,  State  and  local  funds.  King 
County  itself,  although  not  the  administrator  of  the  area  agency, 
also  contributes  more  than  a  million  dollars  in  general  fund  money 
to  aging  programs.  We  feel  we  have  developed  a  good,  coordinated 
system  of  services.  However,  our  good,  coordinated  system  of  serv- 
ices is  now  not  enough.  We  are  experiencing  severe  gaps  in  the 
services  we  now  must  provide  due  to  the  things  we  now  must  do, 
such  as  targeting,  servicing  the  functionally  disabled  and  the  ever 
increasing  elderly  population  in  general. 

In  my  position  with  King  County,  I  spend  a  great  deal  of  my  time 
in  the  suburban  and  rural  areas  of  the  county.  It  is  as  a  community 
advocate  that  I  would  like  to  address  several  issues  today.  And  I 
will  be  brief.  I  have  expanded  more  on  these  issues  in  my  written 
testimony. 

Senator  Adams.  Without  objection,  your  entire  statement  will  ap- 
pear in  the  record  as  though  given,  Ms.  Brooks. 

Ms.  Brooks.  Thank  you.  From  a  rural  standpoint,  transpor- 
tation— which  I  have  not  heard  about  today — is  a  number-one 
issue.  And  I  am  sure  that  everyone  who  has  testified  today  will 
also  agree  that  transportation  or  lack  of  transportation  has  affected 
the  services  that  they  also  provide.  In  our  area,  in  the  rural  com- 
munities of  Black  Diamond  or  North  Bend,  for  example,  transpor- 
tation costs  are  prohibitive.  While  our  special  transportation  sys- 
tems are  funded  by  several  sources — like  Title  III,  Older  Americans 
Act,  Urban  Mass  Transportation  Administration,  the  State  Senior 
Citizens  Services  Act  had  local  county  general  fund  dollars — we  can 
no  longer  provide  transportation  to  the  elderly  living  way  out  in 
the  hills  of  Black  Diamond  or  North  Bend. 

We  in  King  County  have  spent  a  number  of  years  in  developing 
a  network  of  community  senior  centers  which  serve  as  the  local 
focal  points  for  seniors  to  obtain  services  and  have  access  to  the 
aging  network.  We  now  find  that  due  to  transportation  constraints, 
seniors  are  only  able  to  spend  the  lunch  hour  at  the  center  and  are 
then  transported  home.  Some  riders  are  spending  up  to  three  hours 
on  the  van  for  an  hour  at  the  center.  It  is  so  difficult  for  rural  sen- 
iors to  get  to  doctors  and  hospitals  in  urban  areas  that  they  are 
giving  up  and  not  going  at  all. 

King  County  has  also  established  five  social  day-care  centers  in 
local  communities  as  an  expansion  of  senior  centers.  This  was  a 
pilot  and  it  was  very  successful,  one  that  we  will  expand  even 
more. 

Senator  Adams.  Would  you  repeat  that  again,  Ms.  Brooks. 

Ms.  Brooks.  King  County  has  also  established  five  social  day- 
care centers  in  local  communities  in  coordination  with  other  enti- 
ties in  the  community  as  an  expansion  of  senior  center  services. 
This  is  a  very  cost-effective  level  of  respite  care,  but  we  are  having 
a  very  difficult  time  keeping  them  going  because  of  transportation 
problems. 
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I  sincerely  hope  that  transportation  improvements  will  be  in- 
cluded within  the  Older  Americans  Act  reauthorization. 

A  couple  of  other  issues  that  I  would  like  to  bring  up.  One  is  the 
State  of  Washington  long-term  care  ombudsman  program.  It  is  also 
struggling  to  provide  services  throughout  the  State.  Funding  must 
be  renewed  each  biennium  and  is  never  secure.  The  need  for  the 
service  is  increasing  as  the  frail  elderly  population  increases.  We 
have  volunteers  waiting  to  be  trained,  especially  in  areas  of  East- 
ern Washington.  But  there  is  not  enough  money  to  adequately  fund 
the  program  throughout  the  State.  There  is  also  a  need  for  ombuds- 
man services  in  areas  such  as  adult  family  homes,  and  we  have  not 
even  been  able  to  look  at  that  yet.  At  the  present  time  the  service 
is  linked  only  to  nursing  homes.  I  believe  that  the  Older  Americans 
Act  should  more  fully  address  this  and  the  rights  of  all  elderly  citi- 
zens. 

On  a  personal  level,  I  want  to  say  that  I  am  a  little  scared.  I  had 
or  I  should  say,  experienced,  my  own  65th  birthday  last  week,  and 
it  gave  me  some  cause  to  think  about  the  future  and  what  I  was 
going  to  do  with  the  rest  of  my  life.  My  profession  is  aging  services. 
I  will  allow  that,  and  I  plan  to  keep  working  for  now.  But  I  worry 
that,  given  the  plight  of  many  other  older  women  in  my  commu- 
nity, how  am  I  going  to  be  able  to  take  care  of  my  mother?  I  would 
hope  that  the  Older  Americans  Act  will  adequately  support  the 
ever-increasing  number  of  older  women  who  are  also  informal 
caregivers. 

Thank  you  very  much  for  the  time  you  have  given  me  today. 

[The  prepared  statement  of  Ms.  Brooks  appears  in  the  appendix.] 

Senator  Adams.  Ms.  Brooks,  that  last  comment  that  you  made, 
I  want  to  pick  up  on,  and  then  I  have  some  general  questions.  This 
is  something  that  is  concerning  the  Committee  greatly  and  all  of 
the  senators  who  have  not  yet  focused  on  it,  which  is  the  caregivers 
are  now  arriving  at  senior  status  themselves  and  their  employment 
opportunities  and  their  abilities  to  care  for  those  who  are  older 
than  they,  what  suggestion  might  you  have  on  that,  because  I  can 
see  it  is  a  concern.  Do  you  think  that  we  have  sufficient  resources 
from  the  two  Social  Security  programs  that  go  to  the  two  parties 
to  care  for  this,  or  is  there  something  we  should  be  holding  some 
hearings  on  or  trying  to  concentrate  on?  I  know  it  is  happening 
more  all  the  time. 

Ms.  Brooks.  And  I  really  speak  from  a  community  base,  and  I 
think  that  we  just  need  more  in-home  services,  more  respite  care 
services,  that  will  give  relief.  In  my  case,  my  mother  nor  I  will  be 
eligible  for  a  number  of  services  because  of  our  income  being  just 
a  little  bit  over  what  the  lower  eligibility  is.  I  would  like  to  advo- 
cate especially  for  older  women.  I  understand  at  least  80  percent 
of  the  older  caregivers  are  women.  The  fact  that  they  also  need 
some  of  these  services  that  are  obtainable  through  other  resources 
and  may  be  more  restricted.  Maybe  what  we  heard  today  about  a 
little  bit  more  versatility  in  the  state's  behavior  to  administer  the 
Older  Americans  Act  money,  maybe  we  can  come  up  with  some  of 
these  programs. 

In  my  county  and  strictly  through  my  efforts,  we  have  been  able 
to  provide  the  respite  care  services  that  I  am  into,  and  they  are  not 
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income-eligibility  programs.  They  are  pay-as-you-can  or  what  you 
can  programs. 

Senator  Adams.  Now,  I  want  to  shift  from  that  while  we  have 
that  thought  and  go  to  the  rest  of  the  panel.  One  of  the  things  that 
is  being  considered — and  this  goes  to  the  Respite  program — is 
whether  or  not — and  I  am  reluctant  to  do  this  unless  there  is  some 
general  consensus  on  it.  You  do  not  have  to  answer  it  finally  today. 
You  can  give  me  written  testimony— of  whether  we  shoula  be  ex- 
panding or  trying  to  expand  the  ombudsman  program  to  the  home- 
care  situation.  It  ties  to  the  situation  where  we  have  one  senior  cit- 
izen caring  for  a  mother  or  a  father  or  the  very  frail  situation,  or 
the  abusive  situation,  which  you  heard  the  testimony  about.  The 
reason  I  have  some  question — I  want  to  move  very  carefully  in  this 
area — is  that  you  have  testified  as  a  panel  that  we  really — I  think 
Mr.  Dahl  testified  in  particular  that  we  have  a  need  to  move  out 
and  be  certain  we  are  inspecting  the  nursing  homes,  which  is  what 
the  ombudsman  program  is  for,  to  be  certain  that  the  care  is  there. 
But  we  are  now  developing — and  the  Older  Americans  Act,  with  its 
case-management  system  and  its  ombudsman  program,  is  about 
the  only  thing  that  I  know  of  that  can  protect  senior  citizens  and 
be  examining  this  problem  of  can  this  family  within  the  home  func- 
tion. And  maybe  a  Respite  program  is  the  way  to  handle  it.  And 
you  are  absolutely  right  about  the  Respite  program.  We  have  some 
counties  in  this  State  where  the  entire  Older  Americans  Act  budget 
goes  for  transportation.  In  other  words,  that  they  cannot  afford  to 
run  the  program.  They  have  to  get  volunteers  to  do  that  because 
there  is  no  point  in  having  the  program  because  they  cannot  get 
the  people  there  in  the  more  rural  areas.  And  yet  a  Respite  pro- 
gram is,  I  think,  probably  one  of  the  keys  to  that. 

I  would  take  a  comment  from  anyone  who  wants  to  raise  their 
hands  on  that.  Yes,  Mr.  Iverson. 

Mr.  Iverson.  The  Senior  Lobby  is  on  record,  and  we  strongly 
urge  an  ombudsman  program  that  not  only  addresses  the  nursing- 
home  population,  we  have  adult  family  homes,  there  is  congregate 
care,  there  are  these  various  types  of  local  programs.  But  if  tney 
are  all  to  really  have  the  credibility,  the  acceptance  by  the  senior 
community,  that  there  must  be  a  greater  follow  through,  and  of 
course  the  ombudsman  program  is  a  very  effective  way  and  a  cheap 
way,  a  cost-effective  way,  for  a  State  or  for  the  Federal  Government 
to  do  this. 

Senator  Adams.  You  are  talking  about  a  training  program  for 
ombudsman  and  then  using  the  existing  agencies  to  assign  to  prob- 
lem areas.  Is  that  what  you  are  suggesting?  I  am  not  trying  to  put 
words  in  your  mouth.  But  I  am  trying  to  formulate  so  that  my  staff 
and  myself  and  others  can  draft— see,  what  I  am  afraid  of  is  I  do 
not  want  to  pull  all  of  the  ombudsman  funds  out  so  that  we  are 
not  inspecting  the  nursing  homes,  and  I  am  trying  to  get  a  system 
for  caring  for  our  seniors  that  are  in  home  care  because  I  happen 
to  believe  that  home  care  is  probably  the  way  this  Nation  is  going 
to  have  to  move.  And  it  is  becoming  very  sophisticated  because  of 
the  extended  family.  We  just  do  not  have  families  knowing  one  an- 
other as  well  and  living  in  the  same  community  and  the  commu- 
nity knowing  them  as  well,  In  other  words,  often  the  senior  is  sent 
thousands  of  miles  to  stay  in  the  home  and  is  completely  lost  track 
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of  in  the  process.  And  that  is  what  I  am  trying  to  get  you  to  talk 
to  me  about  a  little  bit. 

Mr.  Iverson.  I  think  the  key  word  in  this  regard  is  expansion. 
The  Washington  State  ombudsman  program  is  a  long-term  care 
ombudsman  program.  But,  to  make  it  a  reality,  there  must  be  more 
funding  because  it  is  not  statewide  within  the  State.  The  vol- 
unteers have  increased,  but  there  is  a  very  effective  process  of  this. 
But  the  context  that  we  have  tried  to  think  of  is  in  terms  of  long- 
term  care  programs,  not  solely  in  nursing  homes,  although  as  a 
practical  matter  that  is  where  at  this  time  with  funding  and  what 
not  that  the  efforts  are. 

Senator  Adams.  I  want  to  thank  all  of  you  very  much  for  your 
testimony.  It  has  been  excellent.  It  provides  a  whole  new  facet.  And 

1  have  instructed  staff— you  may  be  hearing  from  them — to  inquire 
of  you  as  to  potential  manner  in  which  we  may  be  trying  to  handle 
this  problem.  I  thank  you,  particularly,  Ms.  Brooks,  for  bringing  up 
that  problem.  I  had  intended  to  do  it  with  an  earlier  panel.  But  it 
is  one  that  is  now  beginning  to  occur  throughout  the  country  and 
we  are  very  concerned  about  it  because  a  person  who  becomes  a 
senior  often  loses  income  and  has  responsibility,  and  then  there  is 
no  one  further  to  fall  back  on  with  the  expanded  or  the  so-called — 
whatever  you  call  the  atomized  family — whatever  you  call  the 
American  family  now,  it  is  not  all  in  the  same  town  down  in  gen- 
erations and  nice  order  as  it  used  to  be.  So,  we  want  to  deal  with 
that. 

Thank  you  all  very  much.  It  was  an  excellent  panel,  and  I  appre- 
ciated your  testimony. 

The  final  panel  that  we  have  this  morning  is  Panel  Number  IV, 
and  I  would  like  to  call  them  forward.  While  they  are  coming  for- 
ward, I  am  going  to  step  out  a  minute,  but  Ms.  Gail  Hiestand,  Mr. 
Kenneth  Camper,  and  Mr.  Raymond  Raschko.  We  will  adjourn  for 

2  minutes.  So,  please,  everybody  have  a  seat.  I  will  be  right  back. 
[Recess.] 

Senator  Adams.  I  would  like  to  call  forth  at  this  point  Grail 
Hiestand,  Ray  Raschko,  and  Kenneth  Camper.  I  got  it  right  this 
time,  Mr.  Raschko,  did  I  not? 

Mr.  Raschko.  Thank  you. 

Senator  Adams.  I  apologize.  My  wife  says  that  I  am  a  great  fum- 
bler  of  names  that  I  have  not  seen  before. 

I  am  very  pleased  to  welcome  all  of  you.  Ms.  Gail  Hiestand  is  Di- 
rector of  the  Kitsap  County  Area  Agency  on  Aging.  She  is  currently 
Chairperson  of  the  Washington  Association  of  Area  Agencies  on 
Aging  and  is  on  the  board  of  directors  of  the  National  Association 
of  Area  Agencies  where  she  has  been  active  in  making  rec- 
ommendations for  the  reauthorization  of  the  Older  Americans  Act. 
She  is  very  active  in  Kitsap  County  matters,  was  recognized  by 
Kitsap  County  YWCA  in  1990  as  Woman  of  Achievement.  We  have 
a  great  deal  to  learn  from  both  a  State  and  national  perspective 
from  her  testimony. 

Mr.  Kenneth  Camper,  it  is  a  pleasure  to  have  you  with  us  again 
and  to  see  you.  He  is  President  of  the  Washington  Association  of 
Senior  Nutrition  Programs.  For  some  15  years  he  has  been  director 
of  the  Spice  program  for  the  Seattle  School  District,  which  is  a 
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unique  program  in  which  I  have  a  great  interest,  in  which  all  the 
congregate  meal  sites  are  in  public  schools. 

This  past  fall  I  had  the  privilege  of  visiting  the  Spice  Program, 
and  I  have  introduced  legislation  to  the  extent  the  Spice  concept, 
which  brings  the  generations  together,  may  become  part,  we  hope, 
of  our  national  fabric.  Mr.  Camper  will  have  a  great  deal  to  share 
with  us  about  the  importance  of  nutrition  and  long-term  care. 

Mr.  Raymond  Raschko,  to  round  out  our  witnesses,  he  is  Director 
of  Elderly  Services  for  the  Community  Mental  Health  Center  in 
Spokane.  He  is  another  of  our  witnesses  who  has  both  a  State  and 
national  perspective.  He  is  House  Speaker  Foley's  appointment  to 
the  Federal  Council  on  Aging,  an  advisory  body  to  tne  President 
and  to  the  Congress.  He  is  also  acting  director  of  the  Alzheimer's 
Association  chapter  for  the  Greater  Spokane  area.  He  brings  us 
many  years  of  experience  as  an  advocate  for  the  elderly.  And  I  look 
forward  to  his  comments  today. 

We  will  start  with  you,  please,  Ms.  Hiestand.  And  I  hope,  Ms. 
Hiestand,  we  will  have  an  opportunity  in  this  panel,  we  are  now 
seeing  kind  of  a  completion  of  a  trip  around  the  State,  as  you  are 
noticing,  and  also  some  new  innovative  programs.  So,  please  pro- 
ceed. 

STATEMENTS  OF  GAIL  HIESTAND,  PRESIDENT,  WASHINGTON 
ASSOCIATION  OF  AREA  AGENCIES  ON  AGING,  PORT  OR- 
CHARD, WA;  KENNETH  CAMPER,  PRESIDENT,  WASHINGTON 
ASSOCIATION  OF  SENIOR  NUTRITION  PROGRAMS,  SEATTLE, 
WA;  AND  RAYMOND  RASCHKO,  DIRECTOR,  ELDERLY  SERV- 
ICES PROGRAM,  COMMUNITY  MENTAL  HEALTH  CENTER  OF 
SPOKANE,  SPOKANE,  WA 

Ms.  Hiestand.  I  do  wish  to  thank  you.  I  often  have  the  dubious 
privilege  of  following  Charlie  Reed,  who  is  a  very  difficult  speaker 
for  us  to  follow  in  tne  State  of  Washington.  I  appreciate  that  I  do 
not  also  have  to  follow  my  colleague,  Ray  Raschko.  That  would 
have  been  almost  too  much  on  a  day  like  today. 

But  before  I  enter  my  remarks,  which  are  on  the  mechanics  of 
the  Older  Americans  Act  and  why  it  works  as  well  as  it  does  in  the 
State  of  Washington,  I  would  like  to  address  a  couple  of  issues  that 
you  have  questioned  panels  on  previously.  The  first  had  to  do  with 
Gene  Brooks's  observation  that  she  is  looking  forward  with  some 
trepidation,  now  that  she  has  become  eligible  for  Social  Security 
herself  and  has  an  elderly  mother  to  care  for.  I  think  the  clue  to 
some  of  the  solution  of  the  problem  is  in  that  very  fact.  One  of  the 
worst  things  that  I  have  to  do  is  watch  the  dismay  that  comes  over 
the  face  of  an  elderly  person  when  they  ask  me  eagerly  how  their 
Medicare  will  help  witn  their  long-term  care  needs  and  I  tell  them 
it  will  not. 

I  think  that  the  expansion  of  the  Medicare  model  to  begin  to  give 
some  degree  of  subsidy  and  security  to  people  in  these  older  years 
and  to  their  parents  who  are  very  much  older  is  the  direction  that 
we  need  to  look. 

The  questions  that  you  were  asking  about  how  we  can  protect 
against  abuse  and  ensure  quality  of  care  when  we  are  now  con- 
sciously moving  toward  more  and  more  care  behind  closed  doors  in 
the  apartments  and  homes  of  individuals,  I  think  also  there  is  a 
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hint  to  some  of  that  in  the  circumstances  of  the  caregiver  who 
spoke  to  you.  This  is  a  mother  of  two  children  who  makes  $4.75  an 
hour,  out  of  which  she  takes  both  hers  and  the  employer's  share 
of  the  Social  Security  on  top  of  her  other  taxes.  Now,  that  tells  us 
something  about  whether  or  not  workers  who  are  in  this  line  of 
work  are  given  the  pay  and  the  training  that  we  would  expect  to 
have  in  any  other  kind  of  a  setting  for  people  to  be  responsibly  able 
to  carry  out  these  duties.  It  is  a  high-stress  occupation.  We  need 
to  make  it  more  attractive  so  that  the  people  who  are  in  it  can  be 
relied  upon  to  give  it  the  dedication  and  the  professionalism  that 
is  necessary. 

We  rely  now  on  good  luck  in  a  lot  of  cases  and  the  basic  human 
decency  of  people.  We  have  learned  in  many  areas  that  that  is  not 
always  enough,  and  I  think  better  pay  and  a  training  program  and 
some  degree  of  career  status  and  advancement  will  help  to  prevent 
some  of  these  abusive  situations  that  we  are  so  concerned  about. 

Senator  Adams.  Give  me  some  idea  about  this  because  I  do  not 
want  to  overblow  any  situations,  and  goodness  only  knows  we  are 
a  nation  that  is  beset  with  a  number  of  problems  and  a  lack  of 
money  due  to  some  decisions  that  many  of  us  may  or  may  not 
agree  with.  I  need  to  have  a  little  help  from  you  and  later  from  the 
other  members  of  this  panel  because  you  are  all  exceedingly  fine 
experts  on  this  subject.  You  said  we  were — and  you  are  right — we 
are  relying  on  human  decency  to  provide  this.  Can  you  give  me 
some  idea  of  the  scope,  in  your  opinion,  of  this  problem?  And  I  will 
ask  the  others  to  address  this  too  at  some  point  in  their  remarks 
because  you  used  a  word  which  I  had  not  thought  of  before,  but  it 
has  gotten  to  me,  which  is  that  we  are  moving  a  great  deal  of  our 
care  of  the  senior  citizens  behind  closed  doors.  We  are  necessarily 
doing  this  for  the  best  of  good-hearted  reasons,  which  is  for  people 
to  stay  at  home  and  to  avoid  the  nursing-home  atmosphere. 

But  I  have  no  idea  and  I  know  of  no  statistics  of  whether  or  not 
we  are  creating  a  situation  that  may  come  to  haunt  us.  Would  you 
like  to  comment  on  it?  If  you  do  not  want  to  comment  on  it,  you 
do  not  have  to.  It  is  just  something  that — it  is  part  of  the  ombuds- 
man program.  It  is  why  I  asked  the  question  to  the  prior  panel  and 
I  have  to  others,  of  whether  we  should  be  expanding  the  ombuds- 
man program  to  look  at  the  situation  that  you  just  described. 

Ms.  Hiestand.  Yes,  and  I  know  that  you  did  deal  with  it  in  that 
context.  In  the  State  of  Washington,  we  use  the  Adult  Protective 
Services,  the  Department  of  Social  and  Health  Service,  as  the  front 
line  of  defense  in  these  kinds  of  cases.  And  frankly  when  the  om- 
budsman program  was  established  here,  many  of  us  felt  that  nurs- 
ing homes  do  have  surveyors.  Nursing  homes  have  other  quality- 
assurance  mechanisms.  And  we  wanted  and  were  successful  in  get- 
ting an  emphasis  of  adult  family  home  and  congregate  facility,  the 
nonnursing  home  group  level  of  care  as  another  facility  into  which 
ombudsman  would  go,  because  obviously  they  are  not  as  highly  reg- 
ulated as  the  medically  based  nursing  homes  are.  And  that  was  an 
area  where  many  of  us  have  more  concerns,  candidly,  because  they 
do  not  have  as  many  staff  going  in  and  out.  There  is  not  that  de- 
gree of  oversight.  Many  adult  family  homes  have  no  paid  staff  at 
all.  It  is  just  a  person  who  owns  the  home,  who  operates  it. 
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In  terms  of  our  utilization  of  adult  protective  services,  most  of 
the  cases  that  have  come  to  us — and  many  times  through  our  case 
management  system — have  gone  to  adult  protective  service  and  in- 
volve the  family  member  or  the  low-wage  paid  caregiver.  And  De- 
partment of  Social  and  Health  Services  could  give  you  statistics  on 
that.  I  do  not  have  them. 

Senator  Adams.  Fine.  Thank  you.  We  will  ask  for  those. 

Ms.  Hiestand.  But  the  enlargement  of  the  ombudsman  program 
should  go  hand  in  hand  with  the  enlargement  of  case  management 
so  that  there  is  an  independent  source  of  quality  assurance.  And 
I  think  that  the  ombudsman  should  be  available  to  anyone  who 
uses  long-term  care  at  any  level.  We  do  not  even  have  a  statewide 
basic  ombudsman  for  nursing  homes  and  adult  care  facilities.  So, 
there  is  a  great  deal  to  be  done  in  that  direction,  and  I  will  address 
that  later. 

Much  of  my  testimony  today  regarding  specific  language  in  the 
Older  Americans  Act  is  also  a  position  of  the  National  Association 
of  Area  Agencies  on  Aging,  and  you  may  be  familiar  with  them.  I 
am  highlighting  those  elements  under  consideration  and  reauthor- 
ization that  I  believe  have  been  instrumental  to  our  success  here 
in  the  State  of  Washington. 

Very  few  places  in  this  country  have  enjoyed  the  supportive  and 
progressive  atmosphere  that  we  have  in  Washington.  But  I  think 
they  could  be  helped  in  that  direction  by  your  guidance  through  the 
act.  In  my  capacity  on  the  National  Association  board,  I  get  to  talk 
with  people  from  all  parts  of  the  country  and  they  sort  of  shake 
their  heads.  They  would  look  at  a  chart  like  that  and  say,  "How 
do  you  do  it  in  Washington?*' 

And  I  said,  "Well,  when  I  took  this  job,  they  handed  me  the 
Older  Americans  Act,  and  I  read  it  and  I  did  it,  and  it  works."  And 
I  think  that  is  the  genius  of  the  Older  Americans  Act,  that  it  works 
in  the  real  world,  that  properly  supported,  it  has  a  design  that  is 
grass  roots  in  its  approach.  So,  it  looks  realistically  at  what  the  en- 
vironment truly  is,  both  the  needs  and  the  opportunities.  And  every 
local  environment  is  different.  It  has  strengths  and  weaknesses. 

The  fact  that  it  is  not  all  top-down  program  designed — it  is  not 
a  cookie  cutter  out  of  Washington,  DC — makes  it  possible  for  you 
to  take  advantage  of  strengths  and  to  use  resources  to  meet  local 
weaknesses. 

The  increasing  narrowness  of  the  act  and  the  proscriptions  that 
have  been  added  with  each  reauthorization  that  Charlie  Reed  had 
mentioned  violates  the  genius  of  the  act,  as  far  as  we  are  con- 
cerned. The  planning  process  that  we  use  gives  a  localized,  tailored 
response  that  can  be  innovated  and  opportunistic.  And  every  time 
that  we  narrow  the  scope  and  add  another  mandate  without  ade- 
quate funds  or  another  mandate  that  categorizes  how  funds  are  to 
used,  we  destroy  some  of  that  flexibility. 

And  I  believe  that  just  as  in  private  business,  innovative,  flexi- 
ble, opportunist  characteristics  can  help  us  to  meet  the  challenge 
that  is  unprecedented,  both  in  the  growth  of  our  population  and  the 
ressures  on  resources.  We  are  facing  a  whole  new  situation  in  the 
istory  of  mankind  in  terms  of  what  our  population  is  looking  like, 
and  certainly  a  whole  new  atmosphere  for  the  United  States  of 


39 


America  in  terms  of  how  easily  we  can  bring  resources  to  bear  on 
problems. 

Our  State  values  this  local  approach  very  heavily  and  has  cap- 
italized on  the  strengths  of  the  aging  network  by  actually  adding 
programs  that  encompass  other  age  groups  to  our  administrative 
and  planning  entity.  Many  of  us  have  changed  our  names,  Aging 
and  Long-Term  Care  Offices,  because  much  of  what  we  do  extends 
beyond  assistance  to  the  elderly.  And  Representative  Braddock  al- 
luded to  that.  We  are  looking  for  a  new  model  in  the  State  of 
Washington  that  will  provide  long-term  care  across  categorical  bar- 
riers and  streamline,  simplify,  and  rationalize  the  system  so  that 
there  will  be  more  for  all  who  need  it. 

We  consolidate  our  resources  in  a  comprehensive  approach,  and 
we  have  a  single  entry  point  in  our  local  senior  information  and  as- 
sistance programs.  We  are  creating  responsive  systems  that  work 
well  for  older  persons  and  their  families.  And  because  we  have  a 
local  planning  emphasis,  local  people  feel  some  ownership  and  re- 
sponsibility for  those  programs.  It  is  not  just  what  somebody  else 
is  doing  for  us.  It  is  what  we  as  a  community  are  doing  with  the 
resources  that  are  available  to  us. 

Beyond  our  ability  to  manage  and  coordinate  resources,  however, 
the  Older  Americans  Act  also  gives  us  an  advocacy  role,  and  this 
is  very  different  from  many  of  our  colleagues  who  may  be  in  more 
welfare-based  systems.  We  can  actually  do  more  than  just  react 
and  respond.  We  are  supported  in  going  out  to  actually  innovate 
and  to  attempt  to  redirect  resources  that  other  people  are  in  control 
of.  And  if  we  can  do  it  better,  then  we  can  use  the  benefits  of  that 
locally.  If  we  can  get  someone  else  to  do  the  job  or  convince  them 
that  the  elderly  persons  need  more  service  through  their  interven- 
tion, then  many  times  that  frees  up  our  own  resources  so  that  we 
can  go  and  fill  another  gap  that  exists  in  our  community.  And  the 
case  that  you  are  most  familiar  with,  probably,  is  transportation  in 
Kitsap  County.  We  are  the  other  end  of  the  spectrum.  I  keep  a  one- 
dollar  line  open  in  my  annual  plan  for  transportation  just  in  case 
something  happens.  It  used  to  be  almost  30  percent  of  our  discre- 
tionary funds.  We  were  able  to  use  staff  resources  and  time  to  mo- 
bilize elderly  and  handicapped  as  well  as  parents  of  school  children 
and  commuters  to  create  a  public  transportation  authority  that  was 
then  wise  enough  to  recognize  the  public  demand  and  make  elderly 
and  handicapped  transportation  a  very  high  priority.  That  meant 
that  social  service  agencies  could  get  out  of  the  business  of  trans- 
portation and  the  transportation  authority  could  get  into  the  busi- 
ness of  elderly  and  handicapped  transport. 

Senator  Adams.  Describe  that  again  just  once  more  easy,  because 
this  is  an  enormous  problem  for  certain  counties  in  this  State  and 
throughout  the  United  States. 

Ms.  H  EE  STAND.  As  you  know,  Area  Agencies  are  focal  points  for 
concerns  for  elderly  persons,  and  we  are  to  advocate  and  to  com- 
ment and  to  work  on  local  problems.  We  were  able  to  use  the  facili- 
ties of  our  staff  to  help  put  together  a  community-based  effort  to 
get  this  on  the  ballot  and  to  get  public  support  

Senator  Adams.  So  that  your  budget  now  

Ms.  Heestand.  — so  that  now  we  do  not  provide  transportation. 
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Senator  Adams.  You  do  not  have  to  pay  for  that.  That  is  done 
by  the  community? 
Ms.  Hiestand.  That  is  right. 
Senator  Adams.  OK,  thank  you. 

Ms.  Hiestand.  The  social  and  health  dollars  we  have  do  not  have 
to  cover  transportation.  It  is  done  within  the  community.  However, 
we  also  spend  a  great  deal  of  time  keeping  the  system  honest,  so 
to  speak.  We  have  to  keep  advocating  for  that  because  we  know 
what  the  pressures  are  on  the  transportation  dollar  in  this  country. 
So,  keeping  that  emphasis  and  maintaining  that  service  is  a  part- 
time  job  still.  The  Older  Americans  Act  makes  it  possible  for  us  to 
do  that.  We  have  a  license  to  horn  in,  so  to  speak,  and  that  is  what 
we  do.  It  is  a  very  unusual  aspect,  and  we  are  supported  in  this 
by  our  State  unit  on  aging. 

Federal  leadership  is  required  to  help  all  State  units  to  become 
the  coordinators  at  their  level  as  we  have  been  able  to  do  in  the 
State  of  Washington.  And  in  everything  that  we  do,  the  concept  of 
access  keeps  coming  up.  The  aging  care  network  should  be  a  house- 
hold word  in  Washington,  DC  and  the  halls  of  Congress  as  well  as 
in  our  local  communities.  We  are  the  best  kept  secret  at  all  levels. 

The  network  of  Area  Agencies  throughout  the  country  is  a  back- 
bone on  which  we  could  create  a  single  structure  to  coordinate 
aging  services,  but  it  needs  to  be  done  from  the  top  down.  At  the 
Federal  level  we  need  greater  visibility  and  a  mandate  to  coordi- 
nate all  these  programs.  At  the  State  level,  we  need  strengthening 
of  that  hand  and  we  also  then  need  to  maintain  that  local  level  of 
support. 

One  of  the  things  that  we  are  fighting  in  this  reauthorization  is 
some  push  for  increased  State  control,  some  prior  restraint  of  Area 
Agencies.  Instead,  we  are  advocating  that  states  follow  the  direc- 
tion of  Washington,  that  they  be  active  and  emphasize  their  mon- 
itoring and  pay  great  attention  to  outcomes  in  long-term  care,  but 
minimize  the  degree  to  which  they  intrude  or  distort  on  the  local 
public  planning  process.  That  has  been  the  genius  of  the  Older 
Americans  Act  as  it  works  in  the  State  of  Washington. 

Therefore,  we  have  some  recommendations  that  I  have  given  you 
specific  language  for  to  elevate  the  position  of  the  commissioner  of 
the  United  States  Administration  of  Aging  to  an  assistant  secretary 
within  the  Department  of  Health  and  Human  Services  so  that  she 
can  be  a  visible  and  effective  advocate  at  the  Federal  level  for  older 
Americans  and,  by  the  same  token,  reemphasize  the  importance  of 
State  and  local  Area  Agencies  on  Aging  as  those  partner  focal 
points  to  develop  and  maintain  a  national  system  of  services. 

We  need  to  change  Title  III,  to  translate  this  ability  to  coordinate 
all  programs  down  to  the  State  and  local  area.  And  we  believe  that 
case  management  and  information  and  assistance  are  fundamental 
services,  and  states  should  not  be  able  to  prohibit  Area  Agencies 
on  Aging  from  engaging  in  those  activities  if  that  is  what  the  local 
planning  process  mandates. 

In  the  State  of  Washington,  we  are  encouraged.  And,  if  you  un- 
derstand local  government,  only  about  half  of  the  Area  Agencies  ac- 
tually do  these  as  direct  service,  and  the  rest  have  made  their  own 
decision,  thank  you  very  much,  to  continue  to  do  them  under  con- 
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tract.  But  it  is  something  that  is  a  local  issue  and  it  should  be 
under  local  control. 

In  addition,  Area  Agencies  should  be  permitted  to  freely  develop 
the  resources  that  are  needed  through  means  such  as  private  sector 
grants  and  contracts,  cost  sharing,  and  the  ability  to  more  easily 
transfer  funds  among  the  titles  in  order  to  enhance  their  programs 
and  to  be  able  to  follow  the  priorities  that  they  have  established. 

In  terms  of  funding,  obviously  none  of  the  funds  have  kept  up 
with  either  the  growth  in  the  elder  population  or  the  changes  in 
the  cost  of  living  in  this  country  over  the  last  decade.  Title  III-D, 
the  new  in-home  title,  translates  to  $3,000  for  Kitsap  County.  That 
is  about  a  dime  a  person  for  what  is  recognized  as  a  very  important 
new  element  of  service.  If  we  did  not  have  our  State  Senior  Citizen 
Services  Act,  we  would  have  virtually  no  ability  to  respond  to  these 
needs. 

I  will  point  out,  however,  that  because  of  what  we  say  in  trans- 
portation, we  have  been  able  to  establish  social  day-care  centers 
throughout  the  county  which  are  now  self-sustaining,  and  we  were 
able  to  begin  a  Respite  program  before  the  State  made  funds  avail- 
able for  that.  However,  the  benefit  of  getting  out  of  the  transpor- 
tation business  has  now  gone.  And  there  is  no  more  windfall  from 
that,  and  we  are  back  again  to  looking  at  what  we  will  have  to  cut 
if  resources  do  not  increase. 

Senator  Adams.  Ms.  Hiestand,  I  will  have  to  come  back  to  you 
unless  you  are  just  about  finished  with  your  presentation. 

Ms.  Hiestand.  Yes,  I  am.  We  finally  believe  that  the  adequate 
proportion  provisions  in  Title  III  that  determine  what  proportion  of 
funds  must  go  to  certain  services  should  be  left  for  local  determina- 
tion. That  is  what  we  do  best  and  that  is  the  strength  of  the  Older 
Americans  Act  that  I  think  has  brought  as  far  as  we  are.  Thank 
you. 

Senator  Adams.  Thank  you  very  much  for  an  excellent  presen- 
tation. 

[The  prepared  statement  of  Ms.  Hiestand  appears  in  the  appen- 
dix.] 

Senator  Adams.  Mr.  Camper. 

Mr.  Camper.  Thank  you.  I  want  to  start  out  by  expressing  our 
thanks  to  you,  Senator  Adams,  for  holding  this  hearing  on  long- 
term  care  today.  I  want  to  reassure  you  that  I  am  not  going  to  at- 
tempt to  read  the  remarks  that  I  submitted  in  their  entirety. 

Senator  Adams.  Without  objection,  your  remarks  will  appear  in 
their  entirety  in  the  record  as  though  given. 

Mr.  Camper.  I  do  have  an  abbreviated  version  here  which  I  will 
deliver.  In  the  few  minutes  that  I  have  today,  I  would  like  to  ad- 
dress the  following  points.  In  our  experience,  the  role  of  nutrition 
has  not  received  the  attention  it  merits  with  regard  to  long-term 
care.  Nutrition  programs  have  gained  a  considerable  and  growing 
amount  of  experience  in  dealing  with  frail  older  persons  during 
their  25-year  history. 

The  congregate  and  home-delivered  meal  programs  are  probably 
the  most  visible,  recognized,  and  championed  service  of  the  Older 
Americans  Act.  This  year  we  anticipate  serving  over  250  million 
meals  in  both  congregate  and  home-delivered  programs.  These  pro- 
grams are  truly  the  cornerstone  of  the  Older  Americans  Act  and 
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are  viewed  in  many  communities  as  the  critical  component  in  pre- 
ventative and  long-term  care  strategies.  Yet  discussions  of  long- 
term  care  frequently  fail  to  address  the  role  of  nutrition  programs. 

Although  they  have  been  mentioned  here  today,  I  think  they 
have  not  again  been  put  in  their  proper  context.  We  believe  that 
this  role  needs  to  be  clearly  recognized,  and  we  would  like  to  pro- 
pose some  specific  recommendations  with  regard  to  reauthorization 
of  the  Older  Americans  Act.  We  believe  our  primary  commitment 
to  the  elderly  is  to  do  all  we  can  to  keep  older  people  as  active  and 
involved  participants  in  their  community  so  they  can  continue  their 
meaningful  role  in  our  society.  With  regard  to  long-term  care,  this 
means  that  our  first  emphasis  must  be  on  both  services  that  work 
to  prevent  the  need  for  higher-order  interventions  such  as  in-home 
and  institutional  care. 

We  believe  we  need  to  do  all  we  can  to  help  people  stay  healthy 
enough  so  that  they  can  maintain  control  over  their  own  lives.  If 
we  ask  ourselves  what  would  we,  as  long-term  care  recipients,  po- 
tential recipients,  want,  I  think  most  of  us  would  agree  that  we 
would  want  the  opportunity  to  avoid  total  confinement  to  our 
homes  or  to  an  institution.  We  would  want  our  basic  needs  met, 
but  we  would  also  seek  opportunities  to  get  out,  to  be  with  friends, 
to  participate  in  community  activities,  and  to  be  with  children  and 
people  of  other  ages. 

And,  above  all,  we  would  want  the  opportunity  to  feel  that  we 
are  still  important  members  of  our  community,  persons  capable  of 
giving  something  back,  rather  than  simply  passive  recipients  of 
care. 

Experience  has  shown  that  if  we  focus  attention  only  on  reactive 
strategies,  to  treating  people  only  after  they  are  already  sick,  we 
will  simply  accelerate  the  movement  of  elderly  toward  loss  of  inde- 
pendent functioning  and  create  a  progressive  cycle  of  increasingly 
costly  intervention.  We  firmly  believe  that  while  we  must  develop 
an  effective  system  for  rendering  in-home  and  institutional  care, 
we  must  also  give  equal  attention  to  the  means  of  preventing  the 
need  to  resort  to  this  system. 

Congregate  programs  which  allow  people  to  choose  opportunities 
for  social  interaction  have  demonstrated  that  they  can  meet  this 
goal  of  prevention,  and  they  do  so  primarily  by  meeting  the  two 
most  basic  needs  of  all  individuals,  the  need  for  physical  suste- 
nance and  for  positive  social  interaction.  My  written  statement 
cites  the  growing  body  of  evidence  which  supports  this  conclusion. 

Congregate  nutrition  programs  also  provide  other  major  benefits. 
They  are  an  easy  and  effective  focal  point  for  the  delivery  of  many 
other  community  services.  Among  these  are  health  care,  nutrition 
education,  exercise  and  recreation  programs,  and  information  and 
referral,  to  name  a  few.  These  additional  services  provide  support 
to  help  older  people  continue  to  function  at  the  highest  level  of 
independence  possible. 

I  think  nothing  sums  up  the  value  of  these  programs  more  than 
this  example.  At  the  Spice  program  in  Seattle,  two  of  our  partici- 
pants have  reached  100  years  of  age.  One  just  turned  101.  And 
both  still  live  in  their  own  homes.  Neither  of  them  have  an  in- 
home,  live-in  companion,  paid  or  otherwise.  They,  like  countless 
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others,  readily  attribute  their  unusual  level  of  independence  to  the 
benefits  of  regular  participation  at  their  Spice  center. 

Finally,  it  is  important  to  emphasize  that  congregate  nutrition 
programs  provide  the  core  of  the  delivery  system  for  services  to 
those  who  do  need  in-home  care.  The  largest  and  best  known  of 
these  is  the  home-delivered  meals  program.  Large-scale,  home-de- 
livered meal  service  began  with  congregate  programs,  and  the  vast 
majority  of  home-delivered  meals  come  from  congregate  providers. 
In  fact,  this  service  would  not  likely  exist  today  as  a  major  option 
for  long-term  care  without  the  organizational  backbone  and  admin- 
istrative support  provided  by  congregate  programs. 

Because  of  this  commitment  and  support  of  congregate  providers, 
we  have  come  to  see  home-delivered  meals  as  an  integral  part  of 
effective  in-home  care  strategies. 


in  our  written  testimony.  I  will  highlight  the  three  major  ones. 
First,  we  believe  the  practice  of  allowing  transfer  of  funds  between 
sections  of  the  Older  Americans  Act  pertaining  to  nutrition  is 
harmful.  This  policy  has  led  to  the  erosion  of  funding  for  con- 
gregate nutrition  as  a  means  for  funding  other  services.  Fur- 
thermore, this  erosion  has  occurred  without  the  knowledge  or  un- 
derstanding of  Congress  of  how  the  funds  it  has  appropriated  are 
actually  spent. 

In  order  to  halt  this  loss  of  funding  for  congregate  services,  we 
recommend  that  future  transfers  between  the  various  sections  of 
Title  III  no  longer  be  permitted  and  that  transfers  be  frozen  at 
their  current  level  within  each  State  to  protect  programs  that  now 
rely  upon  those  transfers. 

We  also  recommend  that  funding  be  provided  for  innovative  pro- 
grams in  nutrition,  such  as  the  school-based  meals  and 
Intergenerational  Programs  Act,  of  which  you,  Senator  Adams,  are 
the  prime  Senate  sponsor.  Again,  my  written  testimony  has  several 
examples  of  innovative  programs  provided  by  congregate  programs 
in  Washington  State.  A  couple  of  other  examples  are  the  Mobile- 
Meals  Market,  which  is  a  home-delivered  meal  service  to  seniors, 
and  the  nutritional  supplement  program.  A  large  number  of  con- 
gregate nutrition  programs  provide  liquid  nutritional  supplements 
to  people  who  can  no  longer  rely  on  food.  Those  innovative  pro- 
grams need  to  be  recognized  and  funded  in  some  way,  we  believe. 

And  finally  the  USDA  meal  reimbursement  has  been  frozen  at 
the  same  level  for  several  years.  We  believe  it  is  crucial  that  this 
level  be  increased  to  reflect  the  inflation  that  has  occurred  in  the 
intervening  years  and  that  provision  be  made  to  link  future  reim- 
bursements to  the  Consumer  Price  Index. 

Thank  you  for  the  opportunity  to  share  our  views  on  these  vital 
issues.  We  appreciate  your  long-standing  support  and  commitment 
to  improving  the  lives  of  older  Americans. 

Senator  Adams.  Thank  you,  Mr.  Camper,  very  much,  particularly 
for  your  innovative  suggestions. 

[The  prepared  statement  of  Mr.  Camper  appears  in  the  appen- 
dix.] 

Senator  Adams.  Mr.  Raschko. 

Mr.  Raschko.  Thank  you,  Senator  Adams,  for  inviting  me  to 
speak  here  today.  As  you  stated,  my  name  is  Ray  Raschko.  And  I 
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am  the  Director  of  the  Elderly  Services  Program  and  Mental 
Health  Center  in  Spokane.  You  need  to  know,  nowever,  that  the 
program  I  represent  is  not  a  traditional  program.  It  is  actually  an 
integration  of  the  aging  systems,  case-management  information 
and  assistance  program,  and  mental  health  case-management  pro- 
gram. Over  half  of  our  funding  comes  from  an  Area  Agency  on 
Aging  and  the  other  half  from  mental  health. 

We  target  people  living  in  the  community  who  we  consider  most 
at  risk.  When  I  first  read  the  Older  Americans  Act  some  years  ago, 
probably  the  one  section  I  was  most  impressed  with  was  your  man- 
date that  we  serve  those  most  in  need.  And  I  would  like  to  address 
my  comments  primarily  to  that  subject  today  because  I  think  we 
have  serious  problems. 

The  act  speaks  of  access,  and  today  we  have  heard  many  people 
talk  about  access.  And  a  definition  of  access,  I  think,  to  most  people 
simply  means  how  do  people  who  need  help  get  help?  And  I  am 
here  to  tell  you  there  is  probably  another  question  that  needs  to 
be  asked  before  that  one  is  asked,  the  question  being,  How  do  those 
who  need  help  get  identified  to  the  system  of  care  as  needing 
help — because  we  have  also  heard  today,  for  example,  and  if  you 
ask  any  agency  in  any  community  in  this  country  who  calls  them 
about  needing  long-term  care,  you  will  hear  that  it  is  not  the  peo- 
ple who  need  long-term  care  that  call  them,  but  it  is  almost  always 
someone  else,  that  someone  else  being  family,  friends,  physicians, 
other  agencies,  and  other  people,  so  that  before  people  can  be 
accessed,  they  first  have  to  be  identified. 

As  you  yourself  said  today,  Senator  Adams,  that  more  and  more 
people  simple  do  not  have  families,  and  that  is  true.  The  Bureau 
of  tne  Census  tells  us  that  today  there  are  SV2  million  people  over 
the  age  of  65  who  live  alone,  and  that  in  the  next  25  years  that 
is  going  to  triple,  if  not  quadruple,  in  numbers.  It  is  not  necessarily 
a  problem  to  live  alone  when  you  are  over  65,  but  the  problem  in 
living  alone  is  that  when  something  begins  to  happen  to  you,  such 
as  Alzheimer's  Disease,  dementias,  and  so  on,  you  do  not  pick  up 
the  phone  and  call  an  agency  and  say,  "I  need  long-term  care."  You 
isolate  yourself.  You  deny  what  is  going  on  with  yourself,  and  you 
simply  get  worse  living  all  alone. 

This  is  going  to  blindside  the  country  if  we  do  not  do  something 
about  this  problem  of  identification.  In  my  experience,  there  seems 
to  be  an  inverse  correlation  between  functioning  and  access.  And 
that  is,  the  more  someone  needs  long-term  care,  the  less  likely  they 
will  ever  identify  themselves  as  needing  it.  Fewer  than  one  percent 
of  the  people  that  we  admit  into  our  case  management  program  in 
Spokane  are  self-identified  people. 

We  have  increasing  numbers  of  people  in  our  communities  across 
the  country  who  have  no  one  to  identify  them  when  they  need  help. 
And  we  cannot  simply  wait  until  we  can  either  smell  them  or  until 
their  behavior  is  so  bad  that  they  have  to  be  institutionalized,  be- 
cause in  20  years  what  is  going  to  happen  with  this  pie  chart  is 
that  if  we  continue  to  pump  money  into  community  care  and  do  not 
make  special  efforts  to  identify  people  who  most  need  help,  in  20 
years  you  will  have  two  giant  pies,  one  with  billions  in  community 
care  and  one  with  billions  in  institutional  care.  And  the  answer  to 
why  is  that  the  case  will  partly  be  because  they  serve  two  different 
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populations  of  people.  And  I  mean  that  very  sincerely.  I  am  very 
concerned  about  that. 

When  we  read  this  issue  about  going  to  the  people  who  most 
needed  help  and  knowing  full  well  that  we  simply  could  not  rely 
on  families — although  God  bless  those  who  have  good  families — or 
relatives  or  other  friends  or  neighbors  and  so  on,  that  we  had  to 
find  a  way  to  do  what  schools  do  for  children.  Schools  identify  trou- 
bled children  when  families  fail  them.  Employee  assistance  pro- 
grams— and  there  are  probably  many  of  us  in  tnis  room  who  work 
in  agencies  that  have  them.  Employee  assistance  programs  do  the 
same  thing  for  people  in  the  work  force.  They  identify  somebody  in 
trouble  who  will  not  self-identify  or  whose  family  cannot  do  it  for 
them.  And  yet  when  you  turn  65  in  this  country,  you  live  in  these 
isolated  homes  and  apartments  without  a  family,  what  do  you  have 
when  you  begin  to  have  trouble?  I  say  to  you  you  have  nothing 
until  usually  Adult  Protective  Services  or  the  Involuntary  Treat- 
ment Act  in  mental  health  takes  over,  and  that  is  all  too  often  all 
too  late. 

So,  in  terms  of  access,  I  think  the  Older  Americans  Act  needs  to 
address  this.  We  need  to  take  a  look  at  how  do  we  best  identify 
people  who  most  need  help,  whether  they  have  someone  to  do  that 
for  them  or  not.  And  what  we  did  in  Spokane  10  years  ago  was  in- 
stitute what  we  call  the  Gatekeeper  Program,  which  tends  to  bring 
some  justice  into  this  equation.  Even  the  most  isolated  older  person 
living  in  our  community  is  not  so  isolated,  for  example,  that  they 
do  not  buy  natural  gas  or  electricity  or  do  not  get  the  mail  or  do 
not  do  other  kinds  of  things. 

Ten  years  ago  I  went  to  our  local  utility  company  and  told  them 
of  our  problem  and  asked  them  if  I  could  come  in  and  train  their 
meter  readers  and  train  their  customer  contact  people  about  signs 
and  symptoms  that  would  indicate  someone  who  is  elderly  might 
be  in  trouble  and  not  know  they  are  in  trouble  or  have  someone 
to  identify  them.  And  for  about  12  years  now  we  have  been  train- 
ing every  year,  customer-contact  people  in  these  businesses.  We 
have  been  training  their  meter  readers.  We  have  been  training 
bank  tellers.  We  have  been  training  bank  trust  officers.  We  have 
been  training  apartment  house  managers.  We  have  been  training 
cable  television  company  installers.  We  have  been  training  the 
postal  carriers  in  our  community,  to  in  effect  create  a  system  to 
identify  high-risk  older  people  who  do  not  have  someone  to  do  that 
for  them. 

Because  I  think  the  problem — and  we  have  heard  a  lot  today 
about  how  much  we  need  more  programs  and  services,  and,  God 
knows,  we  do.  We  do  need  more  programs  and  services.  But  as  long 
as  we  have  lousy  delivery  systems,  Senator,  we  will  continue  to 
have  the  problem  of  not  being  able  to  deliver  what  we  have  to  those 
who  need  it  the  most.  Gatekeeper  at  least  equalizes  the  playing 
field  in  terms  of  identifying  people  who  most  need  help.  Then  I 
think  it  is  incumbent  upon  us  to  organize  the  kind  of  relevant  case- 
management  systems,  for  example,  that  would  have  half  a  chance 
of  being  successful  with  these  populations,  both  those  who  have 
families  and  support  systems  as  well  as  those  who  do  not.  And  to 
that  point,  I  think,  as  you  look  at  the  Older  Americans  Act,  we 
need  to  realize  that  much  of  the  case  management  that  goes  on  in 
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the  country  today  is  predicated  on  the  assumption  that  people  do 
not  get  help  because  something  is  wrong  with  the  system,  that  the 
system  is  too  bureaucratized,  the  system  is  too  fragmented,  the  sys- 
tem is — and  the  list  goes  on  and  on.  And,  you  know,  they  are  right, 
they  are  correct.  There  is  a  lot  of  things  wrong  with  the  system. 
But  that  is  not  the  only  reason  why  people  who  need  help  do  not 
get  it.  No.  1,  they  are  identified,  in  any  event.  And,  number  two, 
there  are  reasons  and  people  why  people  do  not  get  help.  That 
makes  it  a  very  complicated  issue,  more  complicated  than  simply 
systems,  that  dementia  will  soon  make  you  not  know  you  need 
care.  Alzheimer's  Disease,  if  you  know  anything  about  it,  you  know 
that  people  who  have  that,  unless  they  have  a  loved  one,  deny  they 
have  it,  deny  they  have  problems,  simply  get  worse,  and  blame 
other  people  for  what  is  going  on. 

So,  case  management  cannot  be  predicated  on  simply  kicking  the 
dickens  out  of  the  system  and  making  it  do  what  it  is  supposed  to 
do.  The  broker  model  of  case  management  needs  to  be  supple- 
mented with  a  clinical  model  that  understands  the  dynamics  of 
mental  illness,  of  mental  problems,  of  family  problems. 

And  I  might  say  to  you,  too,  that  most  caregivers,  for  example, 
are  not  eager  to  come  to  a  long-term  care  agency  to  get  help.  Most 
caregivers  are  also  resistant  to  care.  We  tend  to  get  those  who  are 
more  professional,  those  who  have  some  insight  to  come  to  hearings 
such  as  this.  But  most  caregivers  are  tiea  into  their  caregiving 
roles  and  ways,  and  it  takes  a  lot  of  time  and  effort  to  get  them 
to  accept  any  help  and  assistance,  which  is  why  we  need  more  than 
a  broker  role  in  case  management.  We  desperately  need  a  clinical 
role  as  well.  We  need  to  marry  those,  which  is  what  I  think  we 
tried  to  do  in  Spokane,  is  to  marry  those  two  in  ways  that  are  ex- 
tremely helpful. 

Last,  let  me  say  to  you  your  own  Office  of  Technology  Assess- 
ment recently  completed  a  study.  Although  it  talks  about  people 
with  Alzheimer's,  the  material  entered  is  relevant,  I  think,  to  all 
high-risk  people  who  need  long-term  care  services.  And  I  would  rec- 
ommend it  to  you  and  your  staff  for,  I  think,  a  large  body  of  excel- 
lent material  that  they  might  use  in  writing  this  legislation.  Thank 
you. 

[The  prepared  statement  of  Mr.  Raschko  appears  in  the  appen- 
dix.] 

Senator  Adams.  Thank  you  very  much.  I  appreciate  particularly 
all  the  time  that  you  have  put  in  in  preparing  for  this  hearing  and 
in  giving  us  the  information  we  need.  I  particularly  enjoyea  this 
last  panel. 

If  there  are  any  comments  that  any  of  you  would  like  to  make, 
having  heard  the  other  members,  I  would  be  pleased  to  receive 
those. 

If  not,  because  of  the  amount  of  interest  in  testifying,  you  may 
want  to  know  that  we  will  try  to  create  an  opportunity  in  the  near 
future  for  some  town  meetings  that  have  a  more  informal  discus- 
sion of  the  issues.  We  want  to  create  the  opportunity  for  all  to 
speak  out.  These  hearings  may  have  seemed  to  some  of  you  who 
are  more  used  to  town  meetings  to  have  been  very  technical.  But 
we  have  a  particular  purpose  which  we  are  trying  to  accomplish 
here,  which  is  to  take  the  best  information  we  can  get,  both  from 
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individuals  who  are  receiving  care,  from  those  who  are  giving  care, 
and  those  who  have  innovative  programs,  so  that  as  we  are  redraft- 
ing this  act,  which  we  are  in  the  process  of  doing,  we  do  the  best 
possible  job  with  it. 

I  want  to  thank,  once  again,  all  of  you  for  appearing  here,  and 
for  preparing  the  testimony. 

[Additional  statements  and  material  submitted  for  the  record  fol- 
low:] 
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OPENING  STATEMENT  OF  U.S.   SENATOR  BROCK  ADAMS 
CHAIRMAN,   SUBCOMMITTEE  ON  AGING 
COMMITTEE  ON  LABOR  AND  HUMAN  RESOURCES 

HEARING  ON 

■LONG-TERM  CARE  AND  THE  OLDER  AMERICANS  ACT: 
LESSONS  AND  LEADERSHIP  FROM  WASHINGTON  STATE 

February  15,  1991 
Seattle,  Washington 

Good  morning.     I  am  pleased  to  convene  today's  hearing  of 
the  Subcommittee  on  Aging  of  the  Senate's  Committee  on  Laboi  and 
Human  Resources.     It  is  a  pleasure  to  be  here  in  Tacoma  this 
morning.     I  am  very  honored  by  the  courtesy  that  Mayor  Vialle  and 
County  Executive  Joe  Stortini  and  their  staffs  have  extended  an 
arranging  this  hearing.     Mary  SawicJcy  and  her  staff  at  the  Pierce 
County  Department  of  Aging  and  Long-Term  Care  have  been 
expecially  helpful. 


This  is  the  second  of  the  subcommittee's  two  field  hearings 
that  I  arc  holding  this  week  in  Washington.     The  first  was  this 
past  Wednesday  in  Seattle  at  which  we  examined  the  quality  of 
mammography  in  Washington.     What  we  found  is  deplorable.  Poor 
quality     equipment  and  training  of  personnel  has  put  too  many 
women  at  serious  risk  of  unneccesary  illness  and  death  from 
breast  cancer.     I  am  convinced  --  more  than  before  —  that  my 
legislation  to  require  standards  for  equipment  and  personnel  is 
absolutely  necessary. 

But  that  is  not  our  subject  today.     We  will,  however, 
address  another  very  serious  difficulty  in  our  health  care  and 
social  services  delivery  systems  —  the  need  for  comprehensive 
long-term  care.     A  great  deal  of  long-term  care  is  provided  in 
our  nation  and  a  tremendous  amount  of  public  funds  are  spent  in 
providing  it.     But  most  of  those  expenditures  are  for 
institutional  care  —  for  nursing  home  care.     By  contrast,  the 
overwhelming  majority  of  those  needing  long-term  care  live  at 
home.     For  most  of  these  people,  the  care  they  receive  is 
provided  informally  by  their  loved  ones,  typically  by  wives  and 
daughters.     Because  of  the  importance  of  this  last  point,  I 
intend  to  specifically  look  at  the  issues  facing  family 
caregivers  at  another  hearing. 

We  have  a  chart  that  shows  this  contrast  graphically.  As 
you  can  see,   84  percent  of  those  needing  long-term  care  live  at 
home.     Yet,   our  expenditures  are  in  inverse  proportion  —  out  of 
nearly  $5  3  billion  spent  on  long-term  care  in  1988,   82  percent, 
is  for  nursing  home  care,  not  home-based  care. 

Here  in  Washington  State,  between  the  1987-1989  and  the 
1991-1993  biennium,  Medicaid  nursing  home  expenditures  in  the 
governor's  budget  have  gone  up  80  percent,   from  $513.5  million  to 
$925.1  million.     Yet,  during  that  same  period,  the  actual 
caseload  has  gone  up  only  10.6  percent.     Over  80  percent  of 
Washington's   1990  public  long-term  care  expenditures  were  for 
nursing  home  care.     The  remaining  amount  —  less  than  20  percent 

was   for  home  or  community-based  care  for  the  53  percent  of 
long-term  care  clients  publically  served  in  the  state. 

Despite  these  escalating  costs,   Washington  is  notable  for 
its  efforts  to  rein  in  these  costs,  and  to  provide  what  most 
older  Americans  really  want:     long-term  care  services  in  their 
home  or  some  other  non-institutional  setting  for  as  long  as 
possible.     This  state  has  demonstrated  a  serious  commitment  to 
providing  options  that  allow  individuals  needing  help  with 
long-term  care  to  remain  at  home.     While  there  is  —  as  virtually 
everyone  in  this  room  would  attest  —  a  great  deal  more  to  be 
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done  to  put  in  place  a  long-term  care  system  that  is 
comprehensive  and  responds  to  the  needs  of  disabled  citizens  of 
all  ages,  Washington  is  a  national  leader  in  moving  in  that 
direction . 

In  fact,  Washington  spends  more  than  other  states  with 
comparable  numbers  of  older  Americans.     Let's  look  at  another 
chart  which  compares  Washington  to  four  other  states  with  similar 
numbers.     If  you  look  at  Washington  (the  middle  column)  you  will 
see  that  our  state  spends  a  combined  total  of  $57.5  million  — 
the  yellow,  red,  and  blue  columns  —  on  home  and  community-based 
services.     The  next  closest  state  is  Minnesota  at  $42.7  million. 

For  purposes  of  today's  hearing,   I  would  like  you  to  look  at 
the  red  column  which  reflects  the  states'   expenditures  from  their 
Older  Americans  Act   (OAA)  and  Social  Services  Block  Grant  (SSBG) 
funds.     Washington  state  devotes  far  more  of  these  funds  --  $17.9 
million  --  to  home  and  community-long-term  care  than  do  these 
other  states.     Minnesota  is  second  at  $7.7  million. 

Today,  we  will  specifically  examine  how  the  Older  Americans 
Act  fits  into  Washington  State's  long-term  care  picture  --  both 
today  and  in  the  future.     Let  me  briefly  explain  why  this  is  our 
focus  this  morning.     The  Subcommittee  on  Aging  has  legislative 
authority  over  the  OAA  and  must  reauthorize  the  Act  this  year. 
As  chairman,   I  am  responsible  for  seeing  this  accomplished. 

This  year's  reauthorization  provides  the  opportunity  to 
examine  the  role  of  the  OAA  —  and  its  network  of  state  and  area 
agencies  on  aging,  and  many  local  organizations  that  provide  a 
wide  variety  of  services  under  the  OAA  —  in  long-term  care. 
There  is  considerable  debate  as  to  whether  that  role  should  be 
greater,   stay  the  same,  or  even  be  less.     Washington  State  has 
decided  that  the  "aging  network"  has  a  very  important  role  to 
play  in  long-term  care,  as  part  of  its  great  commitment  to  non- 
institutional  care  for  those  for  whom  such  care  is  appropriate. 

Before  we  turn  to  today's  testimony,    tnere  are  several  other 
points  that  I  believe  must  be  stressed.     Long-term  care  is  not  an 
issue  only  for  our  older  citizens.     We  have  a  national  crisis  in 
our  ability  to  provide  long-term  care  for  chronically  ill  or 
disabled  citizens  of  all  ages;  including  the  developmentally 
disabled;   those  who've  suffered  head  and  other  severe  injuries 
from  accidents;  those  with  Alzheimer's  and  other  dementias; 
people  with  AIDS;  those  who've  become  chronically  ill  and 
disabled  over  time;  and  others. 

We  must  put  in  place  a  system  of  appropriate  care  for  those 
who  need  it  regardless  of  age.     I  am  committed  to  that.     In  fact, 
I  intend  to  speak  with  Chris  Dodd ,   Chairman  of  our  Children  and 
Family  subcommittee,  about  a  joint  hearing  to  emphasize  this  is 
an  intergenerational  matter. 

The  interest  in  long-term  care  is  extraordinary.  National 
polls  repeatedly  show  the  great  concern  Americans  have  over  long- 
term  care.     Yet,  a  national  solution  will  be  very  expensive.  The 
recent  Pepper  Commission  report  puts  the  cost  of  their  modest  and 
reasonable  plan  at  over  $40  billion  per  year  in  today's  dollars. 
Other  proposals  are  far  more  costly.     Our  current  economic  and 
budgetary  situation,  greatly  exacerbated  by  the  fighting  in  the 
Persian  Gulf,  means  that  a  comprehensive  solution  at  the  national 
level  will  happen  soon. 

At  the  federal  level,  change  for  now  will  be  in  steps  —  in 
small  bites.     One  of  those  steps  is  through  the  OAA.     My  goal 
today  is  to  take  back  to  the  other  Washington  the  lessons  that 
this  Washington's  leadership  provides  in  administering  the  OAA, 
and  in  tackling  head-on  the  challenges  of   long-term  care  in 
general . 

Many  of  Washington's  leaders  in  long-term  care  will  speak  to 
us  today.     I  only  wish  that  I  could  have  made  room  for  everyone 
who  has  something  very  important  to  say  about  this  subject  and 
wants  to  say  it.     In  fact,   I  have  received   statements   from  others 
to  go  into  the  official  record.     I  would  now  like  tc  turn  to  our 
exceptional  witnesses  for  what  will  be  an  exciting  and 
enlightening  morning. 
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HOUSE  BILL  1S69 


State  of  Washington  S2nd  Legislature  1991  Regular  Session 

By  Representatives  Braddock,  Prentice,  Franklin,  Locke,  Morris, 
Sprenkle,  Anderson,  Nelson,  Jacobsen,  Belcher,  Rasmussen,  Wineberry, 
Brekke,  Cole,  Peery.  R .  Fisher,  Spanel,  Cantwell,  Valle,  Riley, 
Phillips  and  Paris. 

Read  first  time  February  1,  1991.  Referred  to  Committee  on  Health 
Care\Revenue . 


AN  ACT  Relating  to  establishment  and  financing  of  a  community- 
based  long-term  care  an^  support  services  system  for  functionally 
disabled  persons;  adding  a  new  chapter  to  Title  70  RCW;  prescribing 
penalties;  making  an  appropriation;  providing  an  effective  date;  and 
declaring  an  emergency. 

BE   IT  ENACTED  BY  THE  LEGISLATURE  OF  THE  STATE  OF  WASHINGTON: 

NEW  SECTION.  Sec.  L.  SHORT  TITLE.  This  chapter  may  be  known  and 
cited  as  the  omnibus  community-based  long-term  care  secured  benefit 
act . 

NEW  SECTION.      Sec.    2.      PURPOSE  AND   INTENT.      It    is   the  purpose  and 

intent    of    the    legislature,     through    this    chapter,     to    organize  the 

foundation  for   financing  and  providing  community-based   long-term  care 

and  support  services  through  an  integrated,  comprehensive  system  that 
promotes     human     dignity     and     recognizes     the     individuality     of  all 

functionally  disabled  persons.  This  system  shall  be  available, 
accessible,  and  responsive  to  all  citizens  based  upon  an  assessment  of 
their  functional  disabilities.  The  legislature  recognizes  that 
families,  volunteers,  and  community  organizations  are  absolutely 
essential  for  delivery  of  effective  and  efficient  community-based  long- 
term  care  and  support  services  and  it  is  a  purpose  of  this  chapter  to 
support  and  strengthen  that  private  and  public  service  infrastructure. 
It    is    further    a    purpose    of    this    chapter    to   provide    secured  benefit 
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assurance  in  perpetuity  without  requiring  family  or  program  beneficiary 
impoverishment     for  service  eligibility. 

NSW  SECTION.  Sec.  3.  DEFINITIONS.  Unless  the  context  clearly 
requires  otherwise,  the  definitions  in  this  section  apply  throughout 
this  chapter. 

(1)  "Administrative  entity"  means  an  agency  of  state  or  local 
government  or  a  private  nonprofit  organization  that  has  entered  into 
an  agreement  with  the  board  to  administer  any  part  of  the  program. 

(2)  "Board"  means  the  community-based  long-term  care  secui ed 
benefit  program  board. 

(3)  "Committee"  means  the  community-based  long-term  care  secured 
benefit  program  policy  advisory  committee  established  pursuant  to 
section  6  of  this  act. 

(4)  "Comrcuni ty-oased  long-term  care  and  support  services"  means 
services  and  support  provided  to  program  beneficiaries  in  accordance 
with  section  9  of   this  act. 

(5)  "Federal  poverty  level"  means  the  annual  poverty  guidelines 
determined  annually  by  the  United  States  department  of  health  and  human 

services,   or   its  successor  agency. 

(6)  "Functionally  disabled  person"  means  a  person  who,  because  of 
a  recognized  chronic  physical  or  mental  condition  or  disease:  (a) 
Needs  care,  support,  supervision,  or  monitoring  to  perform  activities 
of  daily  living  or  instrumental  activities  of  daily  living;  or  (b) 
needs  support  to  ameliorate  or  compensate  for  the  effect  of  the  chronic 
physical  mental  condition  or  disease. 

(7)  "Habilitation  service"  means  services  to  assist  persons  in 
acquiring  and  maintaining  life  skills  and  to  raise,  maintain,  or 
support  their  levels  of  physical,  mental,  social,  and  vocational 
functioning.  "Habilitation  services"  shall  not  include  major 
rehabilitative  services  to  assist  persons  in  regaining  previously 
existing  bodily  functions  and  life  skills. 

(8)  "Program"  means  the  community-based  long-term  care  secured 
benefit  program  established  by  this  chapter. 

(9;  "Program  beneficiary"  means  a  person  who  has  been  determined 
to  be  functionally  disabled  and  eligible  to  receive  services  through 
the  program. 
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PART  I 

ADMINISTRATION  OF  THE  COMMUNITY-BASED 
LONG-TERM  CARE  SECURED  BENEFIT  PROGRAM 

NEW   SECTION.      Sec.    4.      INTENT  REGARDING   PROGRAM  ADMINISTRATION. 

It  is  the  intent  of  the  legislature  that  administration  of  the  program 

includes  active  participation  by  program  beneficiaries,  their  families, 

and    communities    in    public    discussions,    service    planning,  decision 

making,    and    service   delivery.      An    independent    board,  representing 

payors  and  functionally  disabled  persons,  shall  administer  this  chapter 

within      statutory      guidelines      established      by      the  legislature. 

Administrative  entities  shall  encourage  creativity  and  innovation  in 
the  development  and  implementation  of  services.      Information  systems 

shall  be  developed  to  assess  program  outcomes  and  to  assure  state-wide 

adherence  to  baseline  levels  of  service  availability  and  quality.  A 

simplified,  independent  inspection,  monitoring  and  correction  function 

shall  be  established  within  the  system. 

NEW  SECTION.  Sec.  5.  ESTABLISHMENT  AND  POWERS  OF  BOARD.  (1)  The 
community-based  long-term  care  secured  benefit  program  board  is  hereby 
established.  The  board  shall  be  composed  of  five  members  appointed  by 
the  governor.  The  members  of  the  board  shall  be  representative  of 
public  payors,  private  payors,  and  functionally  disabled  persons.  The 
chairperson  of  the  board  shall  be  chosen  by  the  vote  of  a  majority  of 
the  members  of  the  board. 

(2)  The  governor  shall  appoint  the  initial  members  of  the  board  to 
staggered  terms  not  to  exceed  eight  years,  with  three  members  of  the 
board  serving  at  least  four  years.  Members  appointed  thereafter  shall 
serve  four-year  terms,  and  may  serve  for  up  to  two  terms.  Members  of 
the  board  shall  be  compensated  in  accordance  with  RCW  4  3.03.250  and 
shall  be  reimbursed  for  their  travel  expenses  while  on  official 
business  in  accordance  with  RCW  43.03.050  and  43.03.060.  Meetings  of 
the  board  shall  be  at  the  call  of  the  chairperson. 

(3)  The  board  shall  have  the  following  powers  and  duties: 

(a)  To  plan,  design,  and  administer  a  system  of  community-based 
long-term  care  and  support  services  that  provides  a  coordinated  system 
of  care  and  support  for  functionally  disabled  persons,  using  family  and 
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volunteer  resources  to  the  greatest  extent  possible,  in  which 
functionally  disabled  persons  and  resources  are  directed  toward  the 
least  restrictive  and  least  costly  service  appropriate  for  each  such 
person; 

(b)  To  manage  the  current  expense  account  and  reserve  account  of 
the  secured  benefit  fund  established  by  section  20  of  this  act; 

(c)  To  administer  program  benefits,  and  to  determine  the  scope  of 
community-based  long-term  care  and  support  services  covered  by  the 
program  in  accordance  with  section  9  of  this  act; 

(i)  In  determining  the  scope  of  services,  the  board  shall  maintain 
the  financial  integrity  of  the  secured  benefit  fund; 

(ii)  The  board  shall  define  the  scope  of  transportation  services 
that  can  be  funded  by  the  program  in  accordance  with  section  9  of  this 
act.  In  defining  the  scope  of  transportation  services,  the  board  shall 
consider  the  appropriate  role  of  paratransit  systems; 

(d)  To  develop  uniform  functional  disability  assessments  that 
accurately  measure  the  abilities  and  disabilities  of  functionally 
disabled  persons  of  all  ages,  and  determine  the  entity  or  entities 
responsible  for  conducting  such  assessments; 

(e)  To  develop  performance  standards,  to  the  extent  not 
specifically  established  by  this  chapter,  based  upon  the 
recommendations  of  the  long-term  care  commission  and  its  technical 
advisory  committees,  with  input  from  f unctiona-lly  disabled  persons, 
their  families,  long-term  care  service  providers,  and  administrators. 
Performance  standards  shall  emphasize  outcomes,  rather  than  the  manner 
in  which  services  are  administered.  Performance  standards  shall,  to  the 
greatest  extent  practicable,  promote  leveraging  of  family  and  community 
resources  available  to  each  program  beneficiary  and  shall  include 
consideration  of  the  extent  to  which  each  program  beneficiary's  plan 
of  care  builds  on  the  support  available  to  that  individual  from  their 
family  and  the  community; 

(f)  To  administer  and  adjust  the  sliding  fee  scale  as  necessary, 
in  accordance  with  section  10  of  this  act; 

(g)  To  engage  in  quality  assurance  activities  in  accordance  with 
section  7  of  this  act; 

(h)  To  develop  payment  and  cost  control  mechanisms  for  community- 
based  long-term  care  and  support  services; 
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(i)  To  design  and  administer  a  long-term  care  information  system 
in  accordance  with  section  16  of  this  act; 

( j )  To  develop  mechanisms  to  assure  that  the  program  is  coordinated 
with  the  acute  health  care  services  system  and  the  vocational 
rehabilitation  services  system; 

(k)  To  coordinate  with  other  relevant  entities  to  plan  for 
development  of  an  appropriately  trained  long-term  care  work  force; 

(1)  To  contract  with  and  monitor  administrative  model  projects  in 
accordance  with  section  14  of  this  act; 

(m)  To  delegate  its  authority,  when  deemed  appropriate  by  the 
board,  to  other  public  or  private  entities;  and 

(n)  To  adopt  rules  pursuant  to  chapter  34.05  RCW  necessary  to  carry 
out  the  responsibilities  established  in  this  chapter. 

(4)  The  board  shall  employ  staff  as  necessary  to  fulfill  its 
responsibilities  and  duties.  The  program  director  and  up  to  five  other 
employees  are  exempt  from  state  civil  service  law,  chapter  41.06  RCW. 
Remaining  staff  are  subject  to  the  state  civil  service  law,  chapter 
41.06  RCW.  In  addition,  the  board  may  contract  with  third  parties  for 
services  necessary  to  carry  out  its  responsibilities  and  duties  to  the 
extent  not  prohibited  by  RCW  41.06.380. 

NEW  SECTION.  Sec.  6.  ESTABLISHMENT  OF  POLICY  ADVISORY  COMMITTEE. 
(1)  The  community-based  long-term  care  secured  benefit  program  policy 
advisory  committee  is  hereby  established.  The  committee  shall  be 
composed  of  thirteen  members  appointed  by  the  board.  At  least  half  of 
the  ■embers  shall  be  functionally  disabled  persons  or  their  advocates, 
who  shall  not  be  paid  long-term  care  services  providers. 

(2)  The  committee  shall: 

(a)  Advise  the  board  regarding  planning  and  administration  of  the 
program;  and 

(b)  Review  and  comment  upon  state  policies,  programs,  and  actions 
that  affect  program  beneficiaries,  with  the  intent  of  assuring  maximum 
coordination  with  long-term  care  and  support  services,  and  maximum 
responsiveness  to  the  needs  of  program  beneficiaries. 

(3)  The  committee  shall  meet  at  least  quarterly.  Committee  members 
shall  be  reimbursed  for  travel  expenses  pursuant  to  RCW  43.03.050  and 
43.03.060. 
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NEW  SECTION .  Sec.  7.  QUALITY  ASSURANCE.  (1)  The  board  is 
responsible  for  quality  assurance  activities  relating  to  licensing, 
monitoring,  and  enforcement  of  performance  standards  applicable  to 
administrative  entities  and  community-based  long-term  care  and  support 
service  providers.  In  its  quality  assurance  activities,  the  board 
shall  emphasize  review  of  service  outcomes,  rather  than  the  manner  in 
which  services  are  administered. 

(2)  Quality  assurance  activities  shall  include  but  not  be  limited 

to: 

(a)  Establishment  of  licensure  and  certification  requirements  for 
administrative  entities,  community-based  long-term  care  and  support 
service  providers,  and  their  employees,  to  the  extent  such  requirements 
are  not  otherwise  required  by  law; 

(b)  Enforcement  of  all  licensure  and  certification  requirements  for 
administrative  entities,  community-based  long-term  care  and  support 
service  providers,  and  their  employees,  including  license  and 
certification  issuance,   renewal,  denial,  or  revocation; 

(c)  Monitoring  and  investigation  of  performance  by  administrative 
entities  and  community-based  long-term  care  and  support  service 
providers,  and  their  employees,  including  the  establishment  of 
mechanisms  to  receive  and  respond  to  reports  of  abuse,  neglect, 
malpractice,  misfeasance,  and  contractual  violations  by  such  entities 
and  providers; 

(d)  Imposition  of  sanctions  against  administrative  entities, 
community-based  long-term  care  and  support  service  providers,  and  their 
employees,  for  abuse,  neglect,  malpractice,  misfeasance,  and 
contractual  violations,  which  shall  include  withholding  or  requiring 
the  withholding  of  payment,  terminating  or  requiring  the  termination 
of  contracts,  injunctive  remedies,  civil  penalties,  receivership,  and 
referral  for  prosecution;  and 

(e)  Retrospective  monitoring  of  data  gathered  through  the 
information  system  established  by  section  16  of  this  act. 

(3)  The  board  shall  provide  for  an  independent  office  of  the 
inspector  general  to  assist  in  carrying  out  the  quality  assurance 
powers  and  duties  established  in  this  section,  which  office  shall 
report  directly  to  the  board  and  which  shall  annually   report   to  the 
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legislature  on  the  quality  of  community-based  long-term  care  and 
support  services  provided  to  functionally  disabled  persons. 

(4)  By  petition  to  the  board,  a  program  beneficiary  may  initiate, 
or  intervene  in,  any  proceeding  in  which  the  board  is  taking  an 
enforcement  action  against  an  administrative  entity  or  community-based 
long-term  care  provider  serving  the  program  beneficiary. 

PART  II 

COMMUNITY -BASED  LONG  TERM  CARE  SERVICES 

NEW  SECTION.  Sec.  8.  INTENT  REGARDING  SERVICES.  It  is  the  intent 
of  sections  9  through  11  of  this  act  relating  to  community-based  long- 
term  care  and  support  services  that  such  services  be  defined  as 
noninstitutional  services  that  are  primarily  habilitative  which  would 
allow  program  beneficiaries  to  live  and  otherwise  function  in  their 
community  as  independently  as  practicable.  Although  these  services  do 
not  include  nursing  homes,  state  institutions,  or  health  care 
facilities,  it  is  necessary  that  these  functions  be  coordinated  with 
the  community-based  long-term  care  system.  Technical,  demographic,  and 
cultural  changes  make  it  impossible  to  prescribe  a  complete  list  of 
services  or  define  by  program  the  array  of  services  that  could  meet  the 
intent  and  purposes  of  this  chapter.  It  is  the  intent  of  this  section 
to  include  those  services  commonly  considered  "community-based,"  and 
to  allow  flexibility  in  defining  new  or  additional  services  that  will 
contribute  to  the  purpose  and  intent  of  this  chapter.  It  is  recognized 
that  uniform  systems  of  assessment  and  case  management  are  essential 
for  monitoring  equity  and  quality  in  service  delivery,  measuring 
outcomes,  and  assuring  the  most  effective  use  of  public  and  private 
expenditures.  It  is  recognized  that  availability  of  services  does  not 
guarantee  their  use,  and  that  aggressive  targeting  and  outreach,  and 
culturally  and  linguistically  accessible  and  appropriate  services,  are 
necessary  to  assure  that  services  are  available  to  the  most 
dispossessed  in  our  communities. 

NEW  SECTION.  Sec.  9.  COMMUNITY -BASED  LONG-TERM  CARE  AND  SUPPORT 
SERVICES.  (1)  The  services  available  to  program  beneficiaries  shall 
include,    at  a  minimum,    those  services   included   in   subsection    (2)  of 
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this  section  and  provided  in  accordance  with  subsection  (3)  of  this 
section.  Community-based  long-term  care  and  support  services  may  be 
provided  in  a  nonresidential  setting,  a  program  beneficiary's  home,  or 
other  residential  settings  not  specifically  excluded  pursuant  to 
subsection  (4)  of  this  section. 

(2)  Community-based  long-term  care  and  support  services  shall 
include  at  least  the  following  services: 

(a)  Public  education; 

(b)  Telephone  information  and  assistance,  including  screening  and 
possible  referral  for  case  management  assessment; 

(c)  Gatekeeper,  or  other  outreach  component; 

(d)  Case  management,  which  shall  include: 

(i)  A  multidimensional  assessment  of  the  functionally  disabled 
person's  health  and  long-term  care  needs.  No  cost-sharing  shall  be 
imposed  for  this  modality; 

(ii)  Development  of  a  comprehensive  care  plan  negotiated  by  the 
program  beneficiary  and  his  or  her  case  manager,  which  meets  minimum 
standards  established  by  the  board  to  prevent  overly  subjective 
determinations  of  service  needs,  and  which  is  subject  to  an  appeal 
mechanism  that  provides  an  opportunity  for  informal  review  prior  to  a 
fair  hearing; 

(iii)  Initiation,  coordination,  and  monitoring  of  all  long-term 
care  services  needed  by  a  program  beneficiary,  including  those  services 
not  funded  by  the  program; 

(iv)  Involvement  of  each  program  beneficiary's  family  and  other 
support  systems;  and 

(v)  Reassessment  and  service  termination; 

(e)  Personal  and  household  assistance  services  to  assist 
individuals  with  activities  of  daily  living  and  instrumental  activities 
of  daily  living; 

(f)  Respite  care  and  family  support  services  necessary  to  maintain 
the  program  beneficiary   in  his  or  her   family  home; 

(g)  Nursing  services; 

(h)  Day  care  and  day  health  care  for  functionally  disabled  persons; 

(i)  Mental  health  day  treatment  and  other  mental  health  counseling; 
(j)  Habilitation  services;  and 
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(k)  Transportation  services,  to  the  extent  that  the  administrative 
entity  can  demonstrate  positive  planning  by  the  community  through  the 
use  of  a  local  option  tax  or  other  method  to  provide  paratransit  or 
specialized  transportation  services  to  program  beneficiaries. 

(3)  Each  functionally  disabled  person's  participation  in  a 
functional  assessment  performed  by  an  entity  designated  by  the  board 
pursuant  to  section  5  of  this  act  shall  be  a  precondition  to  receipt 
of  all  long-term  care  services,  including  those  long-term  care  services 
not  provided  through  the  program. 

(4)  Services  performed  by  the  following  institutions  shall  not  be 
funded  by  the  secured  benefit  fund: 

(a)  Nursing  homes  licensed  pursuant  to  chapter  18.51  RCW; 

(b)  State  institutions  for  developmentally  disabled  persons, 
defined  as  residential  habilitation  centers  in  chapter  71A.20  RCW;  and 

(c)  State  institutions  for  mentally  ill  persons,  including  but  not 
limited  to  Eastern  State  Hospital  and  Western  State  Hospital. 

(5)  In  determining  whether  services  not  explicitly  included 
pursuant  to  subsection  (2)  of  this  section  or  excluded  pursuant  to 
subsection  (4)  of  this  section  can  be  offered  through  the  program,  the 
board  shall  consider  the  following  criteria: 

(a)  Protection  of  the  financial  integrity  of  the  secured  benefit 
fund  established  in  section  20  of  this  act; 

(b)  The  extent  to  which  the  service  is  consistent  with  the  intent 
and  purposes  of  this  chapter; 

(c)  The  extent  to  which  the  service  supports  individual  dignity  and 

(d)  The  needs  of  individual  local  communities; 

(e)  The  effectiveness  and  efficiency  of  the  service;  and 

(f)  The  extent  of  local  community  and  volunteer  participation  in 
providing  the  service. 

NEW  SECTION.  Sec.  10.  PROGRAM  BENEFICIARY  COST-SHARING .  (1)  The 
board  shall  establish  a  sliding  fee  scale  to  determine  a  program 
beneficiary's  contribution  to  the  cost  of  community-based  long-term 
care  and  support  services  provided  to  him  or  her  through  the  program. 
The  sliding  fee  scale  shall  be  designed  to  generate  a  minimum  of  twenty 
percent  of  operating  costs  of  the  new  system. 
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(2)  The  sliding  fee  scale  shall: 

(a)  Base  the  level  of  a  program  beneficiary's  contribution  on  that 
individual's  gross  household  income,  giving  appropriate  consideration 
to  family  size.  In  determining  gross  household  income,  the  income  of 
an  applicant's  spouse  shall  be  considered  available  to  the  applicant, 
and  the  income  of  a  minor  applicant's  parents  shall  be  considered 
available  to  that  minor.  The  board  shall  define  "income"  and  other 
relevant  criteria  by  rule; 

(b)  Provide  that  for  program  beneficiaries  with  gross  household 
income  below  one  hundred  fifty  percent  of  the  federal  poverty  level, 
cost-sharing  shall  not  have  the  effect  of  discouraging  appropriate  use 
of  necessary  community-based  long-terra  care  and  support  services; 

(c)  Provide  for  limits  on  annual  cost-sharing  obligation  for  each 
program  beneficiary's  household. 

(3)  To  affect  community-based  long-term  care  and  support  service 
utilization,   the  board  may  establish  copayments  or  deductibles  which: 

(a)  May  be  imposed  in  lieu  of  the  sliding  fee  scale  for  program 
beneficiaries  requiring  small  amounts  of  community-based  long-term  care 
and  support  services;  and 

(b)  Shall  not  have  the  effect  of  discouraging  appropriate  use  of 
necessary  communi ty- based  long-term  care  and  support  services  for 
program  beneficiaries  with  gross  household  incomes  below  one  hundred 
fifty  percent  of  the  federal  poverty  level. 

NEW  SECTION.  Sec.  11.  RIGHT  TO  REFUSE  SERVICES.  Nothing 
contained  in  this  chapter  shall  be  construed  to  require  a  program 
beneficiary  to  accept  services,  except  to  the  extent  provided  otherwise 
by  chapters  71.05,  11.88,  and  11.92  RCW. 

PART  III 

IMPLEMENTING  TEE  NEW  COMMUNITY -BASED 
LONG-TERM  CARE  SYSTEM 

NEW  SECTION.  Sec.  12.  INTENT  RELATING  TO  IMPLEMENTATION.  It  is 
the  intent  of  the  legislature  that  state-wide  community-based  long- 
term  care  and  support  services  be  modeled  through  pilot  projects  that 
will  test  various  administrative  structures.     Lessons  learned  through 
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the  pilot  projects  will  be  applied  to  development  of  the  state-wide 
system.  During  the  initial  phase,  additional  community-based  long- 
term  care  and  support  services  will  be  provided  through  medicaid  and 
other  expansions  using  revenue  from  the  secured  benefit  fund  to  serve 
unmet  needs. 

NEW  SECTION.  Sec.  13.  IMPLEMENTATION .  (1)  The  board  shall  adopt 
a  schedule  for  the  orderly  development  of  the  delivery  of  services  and 
availability  of  tne  program  to  functionally  disabled  resident*  of  the 
state,  giving  full  consideration  to  the  results  of  the  evaluation  of 
administrative  model  projects  conducted  in  accordance  with  section  14 
of   this  act . 

(2)  Based  upon  knowledge  gained  from  the  administrative  model 
projects  established  pursuant  to  section  14  of  this  act,  current 
categorical  long-term  care  systems  shall  merge  into  the  program  on  a 
fixed  future  date,  to  be  determined  by  the  board  after  authorization 
by  the  legislature.  Upon  merger  of  these  categorical  systems,  the 
needs  of  all  disability  groups  shall  be  equitably  addressed  through  the 
program,     regardless  of  the  administrative  model  adopted  by  the  board. 

NEW  SECTION.  Sec.  14.  ADMINISTRATIVE  MODEL  PROJECTS.  (1) 
Administrative  model  projects  shall  have  a  duration  of  at  least  three 
years . 

(2)  Contracts  to  operate  administrative  model  projects  shall  be 
competitively  bid. 

(3)  Administrative  model  projects  shall  satisfy  the  following 
criteria : 

(a)  Build  upon  support  available  to  each  program  beneficiary  from 
the  individual's  family,  community,  and  local  business; 

(b)  Existing  local  advisory  councils,  such  as  councils  on  aging, 
developmental  disabilities,  and  mental  health  established  under  state 
or  federal  law,  and  multicultural  and  multi-ethnic  groups  will  be 
involved  in  the  proposed  long-term  care  delivery  system; 

(c)  Services  to  minimize  the  effects  of  degenerative  and 
debilitating  conditions  that  result  in  a  loss  of  independence  will  be 
offered.  Such  a  plan  might  include  a  mechanism  to  support  people  who 
are  at  risk  of  rapid  deterioration  without  support; 
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(d)  Identify  mechanisms  that  will  be  used  to  coordinate  services 
with  the  acute  health  care  and  vocational  rehabilitation  systems; 

(e)  Transportation  needs  will  be  assessed  and  addressed; 

;f)  Identify  mechanisms  that  will  be  used  to  control  nursing  costs; 

(g)  Provide  case  management  services  that  include: 

(i)  A  multidimensional  assessment  of  the  functionally  disabled 
person's  health  and  long-term  care  needs.  No  cost-sharing  shall  be 
imposed  for  this  modality; 

(ii)  Development  of  a  comprehensive  care  plan  negotiated  by  the 
program  beneficiary  and  his  or  her  case  manager,  which  meets  minimum 
standards  established  by  the  board  to  prevent  overly  subjective 
determinations  of  service  needs,  and  which  is  subject  tc  an  appeal 
mechanism  that  provides  an  opportunity  for  informal  review  prior  to  a 
fair  hearing; 

(iii)  Initiation,  coordination,  and  monitoring  of  ail  long-term 
care  services  needed  by  a  program  beneficiary,  including  those  services 
not  funded  by  the  program; 

(iv)  Involvement  of  each  program  beneficiary's  family  and  other 
support  systems;  and 

(v)  Reassessment  and  service  termination; 

(h)  Include  mechanisms  to  ensure  access  to  culturally  and 
linguistically  appropriate  services  by  minority  and  limited  English 
speaKing  populations. 

(4)  The  board  shall,  to  the  greatest  extent  possible,  contract  for 
a  diversity  of  case  management  models.  At  least  one  of  the  models 
shall  utilize  a  case  management  model  in  which  the  case  manager 
authorizes  and  manages  services  within  budgeted  funds. 

(5)  Contracts  with  administrative  model  project  entities  shall 
include  remedies  for  failure  to  comply  with  the  terms  of  the  contract, 
including  intermediate  remedies  in  addition  to  termination  of  a 
contract . 


NEW  SECTION.  Sec.  15.  EVALUATION  OF  ADMINISTRATIVE  MODEL 
PROJECTS.  The  board  shall  develop  criteria  to  evaluate  the  success  and 
failure  of   the  administrative  model  projects  established  pursuant  to 
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section  14  of  this  act  in  meeting  the  intent  and  purposes  of  this 
chapter.  The  board  shall  contract  with  an  independent  entity  to 
evaluate: 

(1)  The  administrative  model  projects  using  the  criteria  developed 
pursuant  to  this  section;  and 

(2)  The  actions  taken  by  the  board  to  implement  this  chapter  giving 
consideration  to  this  chapter's  intent  and  purposes. 

A  report  detailing  the  results  of  the  evaluation  shall  be  submitted 
to  the  governor  and  appropriate  committees  of  the  legislature  no  later 
than  three  years  following  initiation  of  the  administrative  model 
projects. 

NEW  SECTION.  Sec.  16.  INFORMATION  SYSTEM.  The  board  shall  design 
and  administer  a  long-term  care  information  system.  In  designing  the 
information  system,  the  board  shall  pursue  the  following  objectives: 

(1)  Ose  of  a  single  common  identifier  for  each  functionally 
disabled  person  using  long-term  care  services; 

(2)  Ability  to  track  each  functionally  disabled  person's  use  of 
long-term  care  services; 

(3)  Protection  of  confidentiality  for  functionally  disabled  persons 
using  long-term  care  services;  and 

(4)  Access  to  nonconfidential  information  relating  to  available 
long-term  care  services,  training  information  for  caregivers,  and 
service  utilization  and  cost  data  for  planners  and  policymakers. 

NEW  SECTION.  Sec.  17.  ADMINISTRATION  OF  LONG-TERM  CARE  SERVICES 
PENDING  STATE-WIDE  IMPLEMENTATION  OF  PROGRAM.  Pending  merger  of 
current  categorical  long-term  care  systems  into  the  program  as  provided 
in  section  13  of  this  act,  other  than  in  the  model  administrative 
sites,  current  long-term  care  services  administration  shall  continue. 
During  this  period,  subject  to  board  approval,  agencies  administering 
coraunity-based  long-term  care  and  support  services  may  make 
administrative  changes  consistent  with  the  intent  and  purposes  of  this 
chapter  and  as  otherwise  authorized  by  law. 
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PART  IV 
FINANCING  COMMUNITY-BASED 
LONG-TERM  CARE  SERVICES 

NEW  SECTION .  Sec.  18.  INTENT  RELATING  TO  FINANCING.  Recognizing 
that  financial  stability  is  essential  to  success  of  a  comprehensive 
long-term  care  system  and  that  current  and  future  demands  are  exceeding 
available  financial  resources,  a  dedicated  fund  comprised  of  state 
general  funds,  matching  federal  funds,  public  insurance  funds,  and 
sliding  fee  contributions  by  program  beneficiaries  shall  be 
established.  The  legislature  recognizes  that  development  and 
implementation  of  the  program  will  involve  significant  cooperation  and 
partnership  between  Washington  state  and  the  federal  government.  It 
is  the  intent  of  the  legislature  that  a  minimum  of  fifty  percent  of 
annual  revenues  generated  by  public  insurance  be  held  in  an  ongoing 
trust  account  that  will  accrue  principal  and  interest  until  at  least 
the  year  2010  and  then  De  expended  only  for  services  eligible  under 
this  chapter. 

NEW  SECTION.  Sec.  19.  FEDERAL/STATE  RELATIONSHIP.  The  board 
shall  identify  and  request  federal  statutory  waivers  necessary  to  allow 
federal  funds  currently  used  for  community-based  long-term  care  and 
support  services  to  be  deposited  into  the  secured  benefit  fund  and 
expended  as  provided  in  this  chapter. 

MEW  SECTION.  Sec.  20.  FINANCING.  (1)  The  secured  benefit  fund 
is  created  in  the  state  treasury.  All  receipts  from  sources  specified 
in  this  section  shall  be  deposited  in  the  fund.  Moneys  in  the  fund  may 
be  spent  only  after  appropriation  and  may  be  used  only  for  carrying  out 
the  purposes  of  this  chapter. 

(2)  The  secured  benefit  fund  shall  consist  of: 

(a)  The  insurance  contributions  specified  in  this  section  for  any 
calendar  year  that  begins  on  or  after  January  1,  1992,  and  payable  by 
each  employer  as  defined  in  RCW  50.04.080,  and  each  individual 
registered  with  the  department  of  revenue  under  Title  82  RCW; 

(b)  Legislative  appropriations  for  general  fund-state  spending  for 
community-based  long-term  care  and  support  services; 
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(c)  Federal  funds  received  by  the  state  as  payment  for  community- 
based  long-term  care  and  support  services,  including  but  not  limited 
to  the  medicare  program,  Title  XVIII  of  the  federal  social  security 
act,  and  the  medicaid  program,  Title  XIX  of  the  federal  social  security 
act;  and 

(d)  Program  beneficiary  cost-sharing  as  provided  in  section  10  of 
this  act. 

(3)  Moneys  in  the  secured  benefit  fund  shall  be  held  as  follows: 

(a)  Fifty  percent  of  the  annual  revenues  from  public  insurance 
contributions  under  subsection  (2) (a)  of  this  section  shall  be  held  in 
a  trust  account,  to  be  invested  by  the  state  investment  board.  Such 
revenues  shall  remain  in  the  trust  account,  until  the  year  2010,  at 
which  time  the  board  may  transfer  moneys  to  the  current  expenditure 
account  as  it  deems  necessary;  and 

(bi  Fifty  percent  of  the  revenues  from  contributions  under 
subsection  (2)  (a)  of  this  section,  and  the  remainder  of  funds  deposired 
in  the  fund,  shall  be  held  in  a  current  expenditure  account  and  a 
reserve  account  to  support  the  current  expenditure  account,  at  a  level 
to  be  determined  by  the  board.  Funds  held  in  the  current  expenditure 
account  shall  constitute  the  global  budget  for  program  services. 

(4)  (a)  Insurance  contributions  under  subsection  (2) (a)  of  this 
section  shall  become  due  and  be  paid  under  rules  adopted  by  the 
commissioner  of  the  employment  security  department.  Contributions 
shall  be  collected  on  a  semi-annual  basis,  with  the  first  period 
consisting  of  the  six  calendar  months  ending  June  30,  and  the  second 
period  consisting  of  the  six  calendar  months  ending  DecemDer  31,  of 
each  calendar  year.  Op  to  one-half  of  the  contribution  may  be  deducted 
from  the  remuneration  of  individuals  in  the  employ  of  the  employer. 
Any  deduction  greater  than  one-half  from  individuals  is  in  violation 
of  this  section  and  is  unlawful,  and  is  subject  to  penalty  under  Title 
50  RCW  for  an  unlawful  deduction. 

(b)  For  employers  described  in  RCW  50.44.010  and  50.44.030  who  have 
properly  elected  to  make  payments  in  lieu  of  contributions,  employers 
who  are  required  to  make  payments  in  lieu  of  contributions,  and 
employers  paying  contributions  under  RCW  50.44.035,  the  contributions 
shall  be  paid  according  to  rules  adopted  by  the  commissioner. 
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(c)  The  insurance  contribution  of  individuals  only  registered  with 
the  department  of  revenue  under  Title  82  RCW  shall  be  determined 
according  to  rules  adopted  by  the  commissioner  of  the  employment 
security  department.  The  rules  shall  include  provisions  that:  (i) 
Require  contributions  on  remuneration  that  is  comparable  to  the  wages 
subject  to  contributions  under  subsection  (5)  of  this  section;  and  (ii) 
if  the  individual's  remuneration  is  subject  to  contribution  under  more 
than  one  subsection  of  this  section,  the  total  remuneration  subject  to 
contribution  shall  not  exceed  forty  thousand  dollars  annually,  as 
specified  in  subsection  (5)  of  this  section. 

(5) (a)  The  amount  of  wages  subject  to  insurance  contributions  under 
subsection  (2) (a)  of  this  section  shall  be  forty  thousand  dollars 
annually,  except  that  no  contribution  shall  be  paid  on  wages  of  any 
individual  earning  wages  of  less  than  one  thousand  five  hundred  dollars 
per  calendar  quarter.  The  contribution  rate  applicable  to  wages  paid 
shall  be  0.55  percent. 

(b)  "Wages"  under  this  subsection  shall  include  all  remuneration 
for  contribution  purposes  as  defined  under  RCW  50.04.320. 

(6)  In  the  payment  of  any  insurance  contribution  under  this 
section,  a  fractional  part  of  a  cent  shall  be  disregarded  unless  it 
amounts  to  one-half  cent  or  more,  in  which  case  it  shall  be  increased 
to  one  cent. 

(7)  Late  reports  or  contributions,  and  penalties  and  interest  shall 
be  determined  and  administered  as  provided  under  Title  50  RCW.  In 
administering  this  section,  the  commissioner  of  the  employment  security 
department  shall  have  the  same  authority  as  is  provided  for 
administering  and  enforcing  the  collection  of  contributions  under  Title 
50  RCW. 

NEW  SECTION.  Sec.  21.  PRIVATE  LONG-TERM  CARE  INSURANCE.  The 
private  long-term  care  insurance  commission  is  hereby  established.  The 
commission  shall  be  composed  of  seven  members  who  shall  be  appointed 
by  the  insurance  commissioner.  Commission  members  shall  be  reimbursed 
for  travel  expenses  pursuant  to  RCW  43.03.050  and  43.03.060. 

(2)  The  commission  shall  review  and  make  recommendations  regarding 
the  role  of  long-term  care  insurance  in  the  new  system.    The  commission 
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shall  report  its  recommendations  to  the  board,  the  insurance 
commissioner,  and  appropriate  committees  of  the  legislature  on  or 
before  December  1,  1992. 

NEW  SECTION.  Sec.  22.  IN-MIGRATION .  (1)  The  legislature  intends 
that  the  program  be  available  to  established  residents  of  Washington 
state. 

(2)  To  discourage  relocation  of  functionally  disabled  persons  from 
other  states  into  Washington  to  obtain  program  benefits,  the  board 
shall  require,  as  condition  of  receipt  of  program  benefits  by 
functionally  disabled  persons  who  have  not  resided  in  Washington  state 
for  a  continuous  period  of  twelve  months  prior  to  their  application  for 
program  benefits,  that  these  individuals  pay  a  monthly  premium  for 
program  benefits  actuarially  determined  based  upon  the  level  and  type 
of  benefits  available  through  the  program. 

NEW  SECTION.  Sec.  23.  SEVERABILITY.  If  any  provision  of  this  act 
or  its  application  to  any  person  or  circumstance  is  held  invalid,  the 
remainder  of  the  act  or  the  application  of  the  provision  to  other 
persons  or  circumstances  is  not  affected. 

NEW  SECTION.  Sec.  24.  EFFECTIVE  DATE.  This  act  is  necessary  for 
the  immediate  preservation  of  the  public  peace,  health,  or  safety,  or 
support  of  the  state  government  and  its  existing  public  institutions, 
and  shall  take  effect  July  1,  1991. 

NEW  SECTION.  Sec.  25.  CAPTIONS  NOT  LAW.  Part  and  section 
headings  as  used  in  this  chapter  do  not  constitute  any  part  of  the  law. 

NEW  SECTION.     Sec.   26.  Sections  1  through  25  of  this  act  shall 

constitute  a  new  chapter  in  Title  70  RCW. 

NEW  SECTION.     Sec.  27.  The    sum    of    dollars  (the 

essential  requirements  level  of  state  funding),  or  as  much  thereof  as 
may  be   necessary,    is   appropriated   for    the   biennium  ending  June  30, 
1993,    from   the   general    fund    to   the   community-based   long-term  care 
secured  benefit  program  board  for  the  purposes  of  this  act. 
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People  Needing  Long-Term  Care 
and  Expenditures  for  Long-Term 
Care,  by  Place  of  Residence 

Persons  Needing  Long-Term  Care,  1990 


Total  Population:  10.6  Million 
E  Living  at  home      □  In  nursing  home 

Expenditures  on  Long-Term  Care,  1988 


Total  Expenditures:  $52.8  Billion 
S  Home  care  □  Nursing  home  care 

SOURCE  Health  Care  Financing  Administration,  Office  of  the  Actuary, 
and  Commission  staff  analysis  of  unpublished  HCFA  data. 


OPENING  REMARKS 
REAUTHORIZATION  OF  OLDER  AMERICANS  ACT  FIELD  HEARING 
TACOMA,  WASHINGTON 

MAYOR  KAREN  L.  R.  VIALLE 
CITY  OF  TACOMA,  WASHINGTON 
FEBRUARY  15,  1991 

CITY  COUNCIL  CHAMBERS ,  TACOMA  MUNICIPAL  BUILDING 


GOOD  MORNING ,  AND  WELCOME  TO  THIS  IMPORTANT  AND  HISTORIC  HEARING  ON 
LONG-TERM  CARE  IN  WASHINGTON  STATE  AS  RELATED  TO  REAUTHORIZATION  OF  THE 


OLDER  AMERICANS  ACT. 
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1  AM  KAREN  VIALLE,  MAYOR  OF  THE  CITY  OF  TACOMA  AND  ON  BEHALF  OF  THE  CITY, 
IT  IS  TRULY  BOTH  A  PRIVILEGE  AND  A  PLEASURE  TO  HOST  THIS  FIELD  HEARING  IN 
TACOMA. 

I  WOULD  LIKE  TO  WELCOME  THOSE  ELECTED  OFFICIALS  REPRESENTING  THE  CITY  OF 
TACOMA,  PIERCE  COUNTY,  AND  THE  STATS  OF  WASHINGTON  WHO  ARE  WITH  US  HERE 
THIS  MORNING. 

ALSO,  WE  WELCOME  THOSE  AGENCY  STAFF  AND  ADVOCATES  FOP  THE  ELDERLY  WHO 
DEVOTE  THEIR  TIME  AND  VOCATIONS  TO  THE  BENEFIT  OF  OUR  SENIOR  CITIZENS. 

IN  PARTICULAR  THIS  MORNING,  A  SPECIAL  WELCOME  TO  THOSE  OLDER  AMERICANS 
WHO,  THROUGH  THEIR  DEDICATION  AND  HARD  WORK,  RAVE  MADE  OUR  COMMUNITY  NOT 
ONLY  A  BETTER  PLACE  FOR  SENIOR  CITIZENS,  BUT  INDEED.   A  BETTER  PLACE  FOR 
EACH  OF  US. 

]   ESPECIALLY  WANT  TO  WELCOME  AND  THANK  SENATOR  BROCK  ADAMS  ANT  HIS  STAFF 
FOR  SPONSORING  THIS  HEARING  AND  FOR  HIS  ONGOING  CONCERN  FOR  OLDER 
AMERICANS  AND  ISSUES  RELATED  TO  LONG-TERM  CARE. 

AFTER  ALL  IS  SAID  AND  DONE,  THE  PURPOSE  OF  THE  OLDER  AMERICANS  ACT  AND 
ITS  EMPHASIS  ON  LONG-TERM  CARE  IS  TO  "DESIGN  SYSTEMS  TO  ASSIST  OLDER 
PERSONS  IN  LEADING  INDEPENDENT,  MEANINGFUL  AND  DIGNIFIED  LIVES  IN  THEIR 
OWN  HOMES  AND  COMMUNITIES  AS  LONG  AS  POSSIBLE.*' 

IT  IS  HARD  TO  IMAGINE  A  MORE  MEANINGFUL  AND  WORTHWHILE  GOAL.     IT  IS  A 
GOAL  WE  IN  THE  CITY  OF  TACOMA  TAKE  VERY  SERIOUSLY,  COMMITTING  NEARLY  A 
MILLION  DOLLARS  ANNUALLY  FROM  OUR  GENERAL  FUND  TO  ASSIST  OUR  SENIORS.  WE 
KNOW,  HOWEVER,  THAT  IT  IS  A  GOAL  WE  CANNOT  POSSIBLY  ACHIEVE  AT  THE  LOCAL 
LEVEL  ALONE. 

IN  1990,  CITY  OF  TACOMA  CASE  MANAGERS  WERE  ABLE  TO  PROVIDE  NEARLY  1,200 
ELDERLY  CITIZENS  WITH  A  WIDE  RANGE.  OF  CASE  MANAGEMENT  SERVICES.     OF  THIS 
NUMBER,   12*  WERE  ELIGIBLE  FOR  REIMBURSMENT  AND  SERVED  THROUGH  FUNDS 
PROVIDED  BY  THE  OLDER  AMERICANS  ACT.     THIS  MEANS  THAT  THE  CITY  WAS  ABLE 
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TO  SERVE  A*  ADDITIONAL  140  SENIORS  WITH  MUCH  NEEDED  CASE  MANAGEMENT 
SERVICES  WHO  WOULD  HAVE  OTHERWISE  GONE  UNSERVED. 

SHEER  DEMOGRAPHICS  ENSURE  THAT  IN  THE  NEXT  TEN  TO  FIFTEEN  YEARS ,  AN 
INCREASING  PERCENTAGE  OF  THE  POPULATION  WILL  BE  ELDERLY.     COUPLED  WITH 
INCREASING  LIFE  EXPECTANCY  AND  CONTINUED  EFFORTS  TO  SUSTAIN  SENIORS  IN 
THEIR  OWN  HOMES,  THE  NEED  TO  BOLSTER  OUR  EFFORTS  AND  RESOURCES  IN 
LONG-TERM  CARE  IS  EVIDENT. 

WE  WILL  HEAR  TODAY  FROM  A  VARIETY  OF  EXPERTS  ON  ALL  SIDES  OF  THE  ISSUE, 
HOW  THE  PAST  TWENTY- FIVE  YEARS  OF  THE  OLDER  AMERICANS  ACT  HAS  ASSISTED, 
AND  YES ,  EVEN  SAVED ,  MANY  ELDERLY  CITIZENS .     THERE  CAN  BE  NO  DENYING  THE 
WISDOM  AND  FORESIGHT  OF  THOSE  WHO  PLANNED,  DEVELOPED  AND  PASSED  THE  ACT 
IN  THE  MID  SIXTIES. 

THE  CHALLENGE  WE  FACE  TODAY,   AS  WE  BEGIN  THE  REAUTHORIZATION  PROCESS,  IS 
TO  BUILD  ON  THE  WISDOM  AND  VISION  OF  THE  ORIGINAL  FRAMERS  OF  THE  ACT  BY 
KEEPING  OUR  FOCUS  ON  THE  GOAL  OF  "ENABLING  OLDER  PERSONS  IN  LEADING 
QUALITY  LIVES  IN  THEIR  OWN  HOMES  AND  COMMUNITIES". . . THROUGHOUT  THE  STATE 
OF  WASHINGTON. 

WE  HAVE  FORGED  AN  EXCELLENT  PARTNERSHIP  WITH  STATE  AND  FEDERAL 
GOVERNMENT.     IT  IS  A  RELATIONSHIP  THAT  MUST  NOT  ONLY  BE  MAINTAINED,  BUT 
ONE  WHICH  MUST  GROW  IN  BREADTH  AND  DEPTH  TO  MEET  THE  LONG-TERM  CARE  NEEDS 
OF  SENIORS  IN  THE  NINETIES  AND  BEYOND. 

1  WOULD  ENCOURAGE  SENATOR  ADAMS  AND  OTHER  MEMBERS  OF  HIS  COMMITTEE  TO 
FIRMLY  SUPPORT  AND  ADVOCATE  FOR  REAUTHORIZATION  OF  THE  ACT,  RESISTING  ANY 
EFFORTS  TO  UNDERMINE  ITS  SCOPE  AND  FUNDING  WHILE  RESTORING  MUCH  NEEDED 
PREVENTIVE  AND  INTERVENTIVE  SERVICE  ELEMENTS.     LET  US,  IN  THIS 
REAUTHORIZATION  PROCESS,  DARE  TO  BE  AS  BOLD,  INSIGHTFUL,  AND 
COMPASSIONATE  AS  THOSE  WHO  SET  THE  ACT  IN  MOTION  IN  1965.     MAY  WE,   IN  THE 
YEARS  TO  COME,  LOOK  BACK  AND  KNOW  WE  HAVE  DONE  OUR  BEST  FOR  THOSE  OLDER 
AMERICANS  WHO  HAVE  DONE  THEIR  BEST  FOR  US. 
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Prepared  Statement  of  Joe  Stortini 

ONE  OF  THE  MOST  IMPORTANT  THINGS  THE  OLDER  AMERICAN'S  ACT  HAS  DONE 
IS  PUT  DECISION  MAKING  ON  PROGRAMS  AND  SERVICES  FOR  ELDERS  AT  THE 
LOCAL  LEVEL.  BY  WORKING  THROUGH  LOCAL  AREA  AGENCIES  ON  AGING  AND 
THEIR  ADVISORY  BOARDS.  IT  IS  EACH  OF  US  AS  NEIGHBORS  WHO  CHOOSE  THE 
PROGRAMS  AND  PRIORITIES  FOR  OUR  COMMUNITY. 

THE  NETWORK  OF  PROGRAMS  THAT  PROVIDES  HELP  TO  OUR  ELDERLY  CITIZENS 
OWES  ITS  SUCCESS  TO  THIS  LOCAL  ORIENTATION. 

 PEOPLE  LIKE  IT  BECAUSE  THEY  CAN  INFLUENCE  WHAT  HAPPENS.  THEY 

CAN  "GET  WHAT  THEY  LIKE"  INSTEAD  OF  HAVING  TO  SIMPLY  "LIKE 

WHAT  THEY  GET". 

 IT   IS   EFFICIENT   BECAUSE   LOCAL  PEOPLE  KNOW  BEST  WHAT  IS 

ALREADY  IN  PLACE  AND  WORKING  IN  THEIR  COMMUNITY.  THERE  IS 

FREEDOM  TO  INNOVATE     SCARCE  RESOURCES  CAN  BE  USED  TO 

FILL  GAPS    DUPLICATION  OF  EFFORT  CAN  BE  AVOIDED.  SERVICES 

FUNDED  THROUGH  THE  OLDER  AMERICAN'S  ACT  CAN  BE  BETTER 

COORDINATED  WITH  OTHER  PROGRAMS  AND  WITH  PRIVATE  AND 

VOLUNTEER  EFFORTS. 
—-THE  EFFECTIVENESS  OF  THE  AREA  AGENCY  MODEL  FOR  PLANNING 

AND   SERVICE   DELIVERY   ATTRACTS   OTHER   FUNDS.  PIERCE 

COUNTY'S  OVERALL  AREA  AGENCY  BUDGET  IS  ABOUT  SIX  TIMES 

WHAT  IT  RECEIVES  IN  OLDER  AMERICAN'S  ACT  FUNDING  ALONE. 

THAT  ADDITIONAL  MONEY  PROVIDES  SERVICES  LIKE  RESPITE  CARE, 

CHORE  SERVICES,  CASE  MANAGEMENT,  AND  PERSONAL  CARE  FOR 

PIERCE  COUNTY  ELDERS. 

ALTHOUGH  THESE  PROGRAMS  DONT  COST  A  DIME  OF  ITS  MONEY. 
IT  IS  THE  OLDER  AMERICAN'S  ACT  —  ITS  FLEXIBILITY  AND 
ORIENTATION  TOWARD  COMPREHENSIVE  SERVICETO  INDIVIDUALS  - 
-ITS  MANDATE  TO  FIT  THE  PIECES  TOGETHER  —  THAT  PROVIDED 
THE  MAGNET  TO  GET  THEM  HERE  AND  THE  "GLUE"  THAT  HOLDS  IT 
ALL  TOGETHER. 
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I  ENCOURAGE  CONGRESS  TO  RECOGNIZE  THESE  STRENGTHS  AND  BUILD  ON 
THEM  IN  THE  REAUTHORIZATION  PROCESS. 


HERE  IN  PIERCE  COUNTY  WE  HAVE  A  NUMBER  OF  SUCCESS  STORIES  WHERE  WE 
HAVE  SEEN  A  NEED  AND  BEEN  ABLE  TO  RESPOND  WITH  RESOURCES  FROM  THE 
OLDER  AMERICAN'S  ACT. 

—-TRANSPORTATION  IS  ALWAYS  IMPORTANT  FOR  OUR  ELDERLY.  WE 
WORK  HAND-IN-HAND  WITH  THE  LOCAL  TRANSIT  AUTHORITY  TO 
COORDINATE  THEIR  SERVICE  AND  THE  PARATRANSIT  SERVICES 
FUNDED  FROM  THE  OLDER  AMERICAN'S  ACT.  THE  RESULT  IS  MORE 
AND  BETTER  SERVICE  FROM  EACH  AGENCY. 

-----PEOPLE  CONTINUALLY  TELL  US  THEY  HAVE  TROUBLE  LEARNING 
WHICH  AGENCIES  AND  PROGRAMS  CAN  HELP  THEM  THEY  ARE 
OFTEN  BAFFLED  BY  RED  TAPE.  WITH  DISCRETIONARY  FUNDING 
FROM  THE  ADMINISTRATION  ON  AGING.  WE  WERE  ABLE  TO  DO 
INTENSIVE  COMMUNITY  OUTREACH  TO  FIND  PEOPLE  WHO  NEEDED 
HELP  AND  CONNECT  THEM  WITH  APPROPRIATE  PROGRAMS 

 PEOPLE  WITH  A  DEMENTING  ILLNESS  SUCH  AS  ALZHEIMER'S,  AND  THE 

FAMILIES  THAT  CARE  FOR  THEM,  HAVE  A  BURDEN  THAT  IS  OFTEN 
NOT  RECOGNIZED.  THE  VICTIMS  MAY  APPEAR  HEALTHY  WHILE  THE 
DISEASE  SLOWLY  ROBS  THEM  OF  THEIR  ABILITIES  AND  ALTERS 
THEIR  PERSONALITY.  FAMILY  MEMBERS,  MOSTLY  SPOUSES  WHO 
ARE  ELDERLY  THEMSELVES,  DO  THE  BEST  THEY  CAN  TO  HELP. 
OFTEN  THEIR  OWN  HEALTH  FAILS  FROM  THE  STRAIN. 

WE  USED  THE  NEW  FUNDING  UNDER  TITLE  3-D  OF  THE  OLDER 
AMERICAN'S  ACT  TO  START  AN  INNOVATIVE  PROGRAM  OF 
RECREATIONAL  THERAPY  AND  BEHAVIOR  - MANAGEMENT 
COUNSELING  TO  HELP  THEM  COPE. 
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 PERHAPS  THE  MOST  IMPORTANT  SUCCESS  WE  HAVE  HAD  IN  RECENT 

YEARS  IS  IN  REACHING  AND  SERVING  PEOPLE  OF  DIFFERENT 
CULTURES  AND  LANGUAGES.  IF  YOU  CAN  IMAGINE  SPENDING  YOUR 
"GOLDEN  YEARS"  IN  ANOTHER  COUNTRY  THAT  USES  A  LANGUAGE 
YOU  DO  NOT  SPEAK  AND  OBSERVES  CUSTOMS  YOU  DO  NOT 
UNDERSTAND,  YOU  HAVE  SOME  IDEA  OF  THE  DIFFICULTY  FACING 
THE  ELDERS  OF  OUR  KOREAN,  FILIPINO,  HISPANIC,  SAMOAN, 
CAMBODIAN,  AND  VIET  NAMESE  COMMUNITIES. 

WITH  OUTREACH  AND  PROGRAM  DEVELOPMENT  ACTIVITIES  MADE 
°OSSIBLE  BY  THE  OLDER  AMERICAN'S  ACT,  WE  HAVE  GONE  FROM 
ALMOST  NO  SERVICE  TO  THESE  GROUPS  IN  EARLY  1987  TO 
PROVIDING  CASEWORK,  TRANSPORTATION  AND  NUTRITION 
SERVICES  TO  OVER  400  PEOPLE  IN  1990. 


ALTHOUGH  I  KNOW  TODAY'S  MEETING  IS  NOT  FOCUSED  ON  APPROPRIATIONS, 
IT  NEEDS  TO  BE  EMPHASIZED  THAT  ADEQUATE  FUNDING  IS  WHAT  WILL  KEEP 
THE  OLDER  AMERICAN'S  ACT  PROMISES  FROM  JUST  BEING  EMPTY  RHETORIC. 

- — WHEN  YOU  COMBINE  THE  RAPID  GROWTH  OF  THE  ELDERLY 
POPULATION  WITH  THE  EFFECTS  OF  INFLATION.  PIERCE  COUNTY 
ACTUALLY  LOST  GROUND  IN  THE  1  980'S.  ON  A  PER  CAPITA  BASIS, 
THE  REAL  PURCHASING  POWER  OF  OUR  OLDER  AMERICAN'S  ACT 
FUNDING  DROPPED  BY  30%  TO  40%  OVER  THE  LAST  DECADE. 

 WHILE  WE  APPLAUD  RECOGNITION  OF  THE  NEED  FOR  IN-HOME 

SERVICES  IN  TITLE  3-D  OF  THE  ACT,  PIERCE  COUNTY'S  SHARE  OF 
THAT  FUNDING  IS  ONLY  $9,500  PER  YEAR.  THAT  MEANS  THE 
PROGRAM  TO  HELP  ALZHEIMER'S  VICTIMS  THAT  I  DESCRIBED 
EARLIER  WILL  ONLY  RUN  FOR  ABOUT  SIX  MONTHS  OUT  OF  THE 
YEAR. 

—AS  AN  EXAMPLE  OF  OTHERS  WHO  EXPERIENCE  THE  SAME  FUNDING 
PROBLEMS  WE  DO,  THE  PUYALLUP  TRIBE  RECEIVES  FUNDING  UNDER 
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TITLE  6  OF  THE  ACT.  ALTHOUGH  THAT  TITLE  HAS  BEEN 
INCREASED,  SO  HAVE  THE  NUMBER  OF  TRIBAL  RECIPIENTS  —  WITH 
MORE  RECIPIENTS  DIVIDING  THE  POT,  THE  PUYALLUP'S  SHARE 
ACTUALLY  DECREASED  BY  45%  LAST  YEAR. 

BECAUSE  FUNDING  HAS  NOT  KEPT  PACE  WITH  NEED,  OUR  AREA  AGENCY  ON 
AGING  IS  FORCED  TO  MAKE  TOUGH  CHOICES  EACH  YEAR.  CHOICES  BETWEEN 
NUTRITION  SERVICES  FOR  THE  HOMEBOUND  OR  FOR  PEOPLE  WHO  CAN  GO  TO 
CONGREGATE  SITES;  BETWEEN  PROGRAMS  FOR  PREVENTION  AND  PROGRAMS 
TO  HELP  PEOPLE  WHO  ALREADY  HAVE  SERIOUS  PROBLEMS;  BETWEEN  PAYING 
FOR  TRANSPORTATION  TO  PROGRAMS  OR  FUNDING  THE  PROGRAMS 
THEMSELVES. 

MONEY  DECISIONS  ARE  THE  MOST  DIFFICULT  TO  MAKE,  BUT  SENIOR  PROGRAMS 
NEED  TO  AVOID  GETTING  SMALLER  AT  A  TIME  WHEN  THEY  ARE  MOST  NEEDED. 
INADEQUATE  FUNDING  TENDS  TO  PIT  NEEDY  GROUPS  AGAINST  ONE  ANOTHER 
WHEN  THEY  SHOULD  BE  WORKING  TOGETHER 


IN  CLOSING,  A  FEW  WORDS  ON  LONG  TERM  CARE.  SIMPLY  PUT,  LARGER 
NUMBERS  OF  PEOPLE  WHO  NEED  LONG  TERM  CARE  SERVICES  ARE  COMING 
WHETHER  WE  ARE  READY  FOR  THEM  OR  NOT.  EXPERIENCE  SHOWS  US  THAT 
FAMILY  AND  FRIENDS  WILL  CONTINUE  TO  PROVIDE  MUCH  OF  THE  HELP  THAT 
IS  NEEDED,  AND  WE  NEED  TO  CONTINUE  TO  SUPPORT  THEM. 

EXPERIENCE  ALSO  TELLS  US  TO  EXPECT  THAT  PUBLIC  PROGRAMS  WILL  BEAR 
A  HEAVY  BURDEN  AS  WELL.  THE  AROUND-THE-CLOCK  CARE  FAMILIES 
SOMETIMES  MUST  PROVIDE  CAN  EXHAUST  EVEN  THEIR  BEST  INTENTIONS. 
THE  COST  OF  NURSING  HOME  CARE  CAN  RANGE  FROM  AN  AVERAGE  OF  $65  TO 
AS  HIGH  AS  $100  PER  DAY,  WHICH  CAN  EASILY  EXHAUST  INDIVIDUAL 
FINANCIAL  RESOURCES 

AS  AN  EXAMPLE  OF  WHAT  CAN  BE  DONE  TO  MEET  THE  GROWING  NEED,  PIERCE 
COUNTY  AREA  AGENCY  ON  AGING  CASE  MANAGERS  RIGHT  NOW  ARE  WORKING 
WITH  OVER  400  PEOPLE  WITH  NURSING-HOME  LEVEL  NEEDS  WHO  GET  HELP  IN 
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THEIR  OWN  HOMES  AT  A  LOWER  COST  TO  THEM  AND  THE  GOVERNMENT. 
ABOUT  85  OF  THOSE  PEOPLE  SPEAK  LITTLE  OR  NO  ENGLISH. 

PIERCE  COUNTY  AREA  AGENCY  ON  AGING  IS  ALSO  INVOLVED  IN  DELIVERY  OF 
IN-HOME  PERSONAL  CARE,  CHORE  AND  RESPITE  SERVICES  TO  ANOTHER  1.300 
SERIOUSLY  CHRONICALLY  IMPAIRED  PEOPLE  OF  ALL  AGES. 

OUR  EXPERIENCE  LEADS  TO  SEVERAL  SUGGESTIONS  THAT  ARE  IMPORTANT  IN 
ANY  CONSIDERATION  OF  NATIONAL  LONG  TERM  CARE  POLICY: 

—--PEOPLE  PREFER  CARE  IN  THEIR  HOMES,  WHICH  IS  USUALLY  CHEAPER. 

 OUR  WORK  WITH  NON-ELDERLY  CLIENTS  SHOWS  US  THAT  AGE  IS  NOT 

THE  ONLY  PREDICTOR  OF  NEED  FOR  LONG  TERM  CARE.  THE  TYPE 
OF  HELP  YOUNGER  DISABLED  PEOPLE  NEED  IS  OFTEN  THE  SAME  AS 
THAT  NEEDED  BY  OLDER  PEOPLE,  SOMETHING  THAT  HAS 
IMPORTANT  POLICY  IMPLICATIONS. 

 SERVICE  NEEDS  TO  BE  COORDINATED  BY  SOME  FORM  OF  CASE 

MANAGEMENT  THAT  LOOKS  AT  THE  CITIZEN  AS  A  WHOLE  PERSON. 

-—INFORMATION,  OUTREACH  AND  CONCERN  THAT  PROGRAMS  ARE 
ACCESSIBLE  TO  PEOPLE  IN  BOTH  RURAL  AND  URBAN  AREAS,  ETHNIC 
MINORITIES,  AND  PEOPLE  WITH  LIMITED  INCOMES  MUST  BE  MORE 
THAN  AN  AFTERTHOUGHT. 

 THE  SAME  KIND  OF  LOCAL  PLANNING  AND  MANAGEMENT  THAT  IS  AN 

ASSET  UNDER  THE  AREA  AGENCY  ON  AGING  SYSTEM  SET  FORTH 
IN  THE  OLDER  AMERICAN'S  ACT  WOULD  BE  AN  ASSET  FOR 
•  DELIVERY  OF  BROADER  FORMS  OF  LONG  TERM  CARE  AS  WELL 

FIERCE  COUNTY  EXECUTIVE  JOE  STORTINI 
Biography 

Joe  Stortini  was  born  in  Tacoma  Dec.  4,   1932.  He  resides  in  the 
suburban  Summit  area  with  his  wife,  Carol.  They  have  three 
children  —  Kathy   (Absher)  ,  Jeff  and  Mike  —  and  six 
grandchildren. 
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He  is  a  lifetime  resident  of  Tacoma/Pierce  County  and  graduated 
from  Lincoln  High  School  and  the  University  of  Puget  Sound.  He 
served  two  years  in  the  Navy. 

Athletics  have  played  a  major  role  in  his  life.  At  UPS   (then  CPS) 
he  played  football  quarterback  and  defensive  back  and  earned  all- 
conference  honors;  he  also  was  named  to  the  all -conference 
baseball  team.  He  was  admitted  to  the  UPS  Hall  of  Fame  in 
November  1990. 

He  graduated  from  UPS  with  an  education  degree,   and  he  earned  a 
master's  degree  at  Oregon  State  University.  He  was  a  member  of 
Phi  Delta  Kappa  and  Sigma  Nu. 

His  first  career  was  in  education,   and  he  spent  20  years  as  a 
teacher  in  the  Tacoma  Public  Schools.   He  served  at  the 
elementary,   intermediate  and  secondary  levels  but  spent  the 
majority  of  his  time  at  Wilson  and  Mount  Tahoma  high  schools, 
where  he  taught  American  government,   state  and  local  government 
and  history.   He  also  coached  and  was  head  football  coach  for  10 
years  at  Mount  Tahoma,   and  his  teams  won  several  city 
championships . 

He  returned  to  UPS  as  a  state  government   instructor  and  football 
offensive  coordinator  from  1975-77. 

Mr.   Stortini's  political  career  began  in  1969  when  he  was  still 
teaching.   Voters  in  the  27th  District  elected  him  to  the  stare 
Senate,   and  he  served  two  terms,   through  1976.   He  chaired  three 
committees:   Labor  and  Industrial  Insurance,   Cities,   Towns  and 
Counties,   and  Education. 

In  November  1976  he  ran  successfully  for  the  Pierce  County  Board 
of  County  Commissioners  and  took  office  in  January  1977.   He  won 
re-election  in  1980.  Voters  approved  the  charter   form  of 
government  in  the  same  election,   and  Mr.   Stortini  became  a  member 
of  the  new  seven-member  County  Council  in  May  1981.   He  served  as 
council  chair  in  1984  and  represented  the  council  on  the  Pierce 
Transit  board. 

In  November  1984  he  ran  successfully  for  Pierce  County  Executive, 
succeeding  Booth  Gardner,  who  was  elected  governor  of  Washington. 
He  was  re-elected  to  a  second  term  in  November  1988.  As 
executive,  he  serves  on  the  Tacoma/Pierce  County  Health  Board  and 
is  chair  for  1990. 

Mr.  Stortini's  affiliations  include  the  Summit  United  Methodist 
Church,  Sons* of  Italy,  Christopher  Columbus  Society,  Bellarmine 
Boosters  and  the  UPS  Toppers. 


Statement  by 

CHARLES  E.  REED 

ASSISTANT  SECRETARY 
WASHINGTON  STATE  DEPARTMENT  OF  SOCIAL  ftwn  mw£TiTH  SERVICES 

Prepared  Statement  of  Charles  E.  Reed 

I .  INTRODUCTION 

A.  Proud  to  acknowledge  25  year  history  of  the  Act  focusing 
national  attention  on  the  special  interests  of  older 
Americans . 

B.  Personal  experience  since  1966:  Washington  state  has 
made  great  progress  in  recognizing  and  responding  to  a 
broad  range  of  senior  issues . 
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C.  Thousands  of  senior  citizens  have  been  directly  involved 
in  establishing  and  operating  a  statewide  network  of 
thirteen  Area  Agencies  on  Aging: 

1.  Sponsored  by  local  elected  officials  (all  but  one). 

2.  Policies  guided  by  citizen  advisory  councils. 

3.  State  &  fed  resources  allocated  by  the  State  Agency 
according  to  an  Equitable  Funding  Formula. 

4 .  AAAs      contract      with     qualified      local  service 
providers  according  to  local  needs  and  priorities. 


II  .      MISSION  OF  THE  AGING  NETWORK 

A.  Historically:  To  develop  a  Comprehensive  and  Coordinated 
Service  Delivery  System  for  persons  over  age  60. 

B.  Growing  Priority:  Serve  those  in  "greatest  social  and 
economic  need",  especially  low-income  and  minority  older 
persons . 

C.  Finally:  Special  focus  on  long-term  care  for 
functionally  disabled  older  persons. 


Ill .    AGING  NETWORK  ROLE   IN  LONG-TERM  CARE  SYSTEM 

A.  Area  Agency  on  Aging:      Specialized  advocacy,  planning, 
coordination  and  program  administration. 

B .  Service  System  Access: 

1.  Convenient  Senior  Information  &  Assistance. 

2.  Case  management  to  support  home/community  care. 

3.  Affordable,   convenient  transportation. 

4.  Legal  Services   (benefits,  entitlements,  equity) 

C.  Gap-Filling  Services:     Program  development /financing . 

D .  Service  System  Integration 

1.  Coordinate  Aging  Network  with  total  LTC  System. 

2.  With  informal  support  of  family  and  friends. 

3.  With  public  &  private  service  providers. 

4.  With  hospitals  and  physicians. 

5.  With  Elder  Care  Programs  developed  by  public  and 
private  employers  (20-30%  workers  are  also  informal 

caregivers ) . 


IV.      RECOMMENDATIONS   FOR  OAA  REAUTHORIZATION 

A.  Commissioner  on  Aging  would  be  more  effective  in 
achieving  federal  program  coordination  with  status  of 
Assistant  Secretary  in  HHS . 
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B.  Support  continuing  emphasis  on  Aging  Network  involvement 
in  long-term  care  (  e.g.,  specialized  case  management  for 
functionally  disabled  older  persons)  .  However,  important 
to  Maintain  State  Administrative  flexibility.  No  two 
states  have  the  same  operating  environment. 

C.  Support  Targeting  Services  to  Minority  Elders. 

D.  Support  Equitable  Intrastate  Funding  Formula. 

E.  Washington  has  had  positive  experience  with  Cost-Sharing 
via  Sliding-Fee  Scales. 

F.  Support  Public/Private  Partnerships  (Gatekeeper). 


SUPPORT  NASUA  PROPOSAL  FOR  NATIONAL  LTC  POLICY  REFORM 
Basic  Principles 

A.  In  the  face  of  a  rapidly  growing  population  of  disabled 
persons,  especially  frail  elderly  age  75+ ,  a  federal 
social  insurance  program  must  be  the  basis  of  long-term 
care  financing. 

B.  The  program  should  provide  benefits  based  on  assessment 
of  individual  needs,  regardless  of  age  or  particular 
di sabil 1 ty . 

C  Financing  to  support  this  program  should  be  generated 
primarily  from  the  federal  tax  base  plus  consumer  point - 
of -service  co-payments. 

D.  Administration  of  the  program  should  be  primarily  the 
responsibility  of  the  states,  the  governmental  level  with 
the  most  experience  in  this  area. 

E.  Day-to-day  management  of  benefits  should  be  locally  based 
so  differences  in  local  needs  and  service  delivery 
systems  are  recognized. 

F.  The  first  federal  dollar  of  the  new  program  should  be  for 
home /community  care  to  overcome  the  bias  in  current 
federal  financing  mechanisms  toward  institutional  care. 

G.  Covered  services,  regulations  and  standards  should  be 
family-oriented  and  biased  toward  the  least  intrusive 
home  and  community-based  care  setting. 

H.  Eligibility  for  receipt  of  benefits  should  be  based  on 
functional  capacity,  not  medical  diagnosis  cr  physician 
prescription . 

1  .  Quality  assurance  mechanisms  should  be  based  on  an 
individualized,  case  management  system 


Prepared  Statement  of  Barbara  Bauml 

My  name  is  Barbara  Bauml .  (Nedra  Matson  is  one  of  my 
clients.)  I  am  a  Case  Manager  for  the  Department  of  Aging  and  Long 
Term  Care,   also  known  as  the  Pierce  County  Area  Agency  on  Aging. 

The  primary  purpose  of  my  work  is  to  provide  appropriate 
services  and  useful  information  to  individuals  and/or  their 
families  in  their  communities. 

I  am  one  in  a  team  of  twelve  case  managers  in  our  office. 
Each  of  us  has  a  caseload  of  45-50  people  for  whom  we  establish  and 
monitor  COPES  care  (COPES  is  an  in-home  alternative  to  nursing  home 
placement)  ,  provide  case  management,  and,  in  some  cases,  provide 
bi-lingual  information  and  assistance  for  ethnic  populations. 
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Training  is  an  important  part,  of  our  work.  Case  managers  are 
required  to  be  knowledgeable  about  a  vast  array  of  services.  Some 
examples  are  the  Red  Cross  Meals  on  Wheels  and  nutrition  programs; 
state  administered  programs  such  as  Chore  Service,  COPES,  Adult 
Protective  Services,  telephone  assistance,  and  food  stamps; 
available  housing  and/or  medical  care  options  such  as  home  health 
nursing,  hospice,  nursing  homes,  congregate  care  facilities,  adult 
family  homes,  and  federal  senior  housing  programs;  transportation 
services  through  the  county,  contracted  agencies,  and  non-profit 
resources  such  as  the  American  Cancer  Society;  mental  health 
services;  legal  assistance;  caregiver's  respite  services;  private 
non-profit  and  community  resources  such  as  food  banks  and  senior 
center  programs.  It  is  also  necessary  to  understand  the  aging 
process,  be  able  to  assess  situations  accurately,  and  to 
communicate  well  with  our  clients. 

We  receive  referrals  from  hospital  staff,  doctors,  other 
agencies,  and  family  members  or  friends.  Once  we  receive  a 
referral,  we  visit  the  client  in  their  home,  interview  them,  and 
determine  an  appropriate  plan  of  care  for  their  particular  problems 
and  situation  given  the  available  resources.  These  plans  are  made 
with  the  clients'  input  and  consent. 

Typically,  the  people  we  meet  value  their  independence  and 
privacy,  but  are  functionally  disabled  in  some  way.  We  strive  to 
develop  strategies  that  will  enable  them  to  achieve  the  maximum 
level  of  health  and  independence  of  which  they  are  capable.  Most 
of  the  time,  these  people  want  to  remain  in  the  familiar 
surroundings  of  their  homes  and  loved  ones.  They  want  to  preserve 
their  dignity,  their  connections  with  friends  and  neighbors,  and 
their  lifestyles. 

One  on  the  best  things  about  a  system  like  ours  is  that  case 
managers,  who  are  "on  the  front  lines, "  are  able  to  give  direct 
and  valuable  input  into  the  mandated  function  of  planning  and 
coordination  of  programs  at  a  local  level.  These  programs  and 
services  are  valued  and  needed  by  the  aging  and  disabled 
populations  and  their  families.  And  we  are  in  a  position  to 
understand  that  better  than  anyone  else. 

When  trained,  professional  staff  who  care  about  people  have 
manageable  caseloads  and  adequate  resources ,  we  end  up  with  a 
system  that  responds  well  to  the  genuine  needs  of  people  in  our 
communities  and  they  get  the  care  they  need  to  the  extent  that  it 
is  available. 

Without  the  Area  Agency  on  Aging,  there  would  be  a  huge  gap 
in  services  to  seniors  and  caregivers,  services  would  be  much  more 
likely  to  be  duplicated  and  uncoordinated  and,  oftentimes,  clients 
simply  would  not  get  services.  They  would  be  left  to  contend  with 
the  intricacies  of  bureaucratic  rules  and  systems  on  their  own. 
Most  seniors  lack  the  perseverance  or  knowledge  to  access  the 
services  available  to  them.  Without  an  Area  Agency  on  Aging,  those 
of  us  in  the  system  and  those  of  us  served  by  it  would  be  where  we 
were  before  we  had  the  telephone  out  of  touch. 


respite  Cafe 

A  STATEMENT  OF  PRINCIPLES  TO  GUIDE  DEVELOPMENT  OF  PUBLIC  PROGRAMS 

prcamb'.s:  Respice  c=.re  is  c  service  or  program  cesigned  to  support  and  sustain  th=  family 
caregiver  br  providing  ame  i--y  uorn  czrepvwc,  while  providing  quality  care  to  the  person  wdc 
needs  care.  Respite  is  an  essentia!  family  support  service,  one  of  a  range  of  Ion?  term  care 
services  needed  by  a  patient  £EL.c:ed  by  Alzheimer's  cusease  aza  the  fanu'iy  caring  for  z  loved  cr.t 
during  the  course  of  the  disease.  The  AiTheiir.p.r'j  A^ociarion  has  established  respite  care  as  a 
priority  for  both  state  and  federal  policy  advocacy  in  1991,  as  a  first  step  to--ard  the  oeveionaicr.t 
of  z  comprehensive  approach  to  the  long  term  care  needs  of  American  families.  The  Association 
se:s  forth  the  follov-mg  principles  to  guide  the  oeveiopmeni  of  that  policy. 

The  principal  purpose  of  respite  caxe  is  tc  provide  temporary  relief  to  the  primary  caregiver. 
However,  the  respite  service  must  be  tailored  to  meet  the  needs  of  the  person  receiving 
care  and  must  be  provided  by  zx\  individuals)  who  understands  and  is  appropriately  trained 
to  meet  those  needs. 
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Respite  is  2  service  needec  3t  ±e  poini  on  the  continuum  of  long  term  care  when  the 
person  needing  care  can  rjc  logger  be  safely  left  alone  but,  with  constant  care  arc 
supervision,  can  remain  in  the  cr:rjnuDiry.  Respite  should  be  available,  on  an  intermittent 
short-term  basis,  to  sustain  the  primary  caregiver  throughout  this  period  of  careghirg,  which 
can  vary  from  several  rncctos  to  =  number  of  years. 

For  purposes  of  respite,  me  pnrr^ry  caregiver  is  the  person  who  has  primary  responsibiHry 
for  the  daily  care  of  the  person  requiring  constant  care,  and  does  not  receive  remuneration 
for  the  care  he  or  she  provides 

A  respite  program  should  be  Oexfoie  to  r.Uow  rhe  caregiver  to  select  the  service  that  best 
meets  rhe  needs  of  the  caregiver  and  the  person  receiving  care  That  service  may  be 
provided,  on  £  planned  c:  crcergeary  basis,  at  hone.,  in  z  day  center,  or  as  short-term 
overnight  care. 

Eligibility  for  respite  sendees  must  be  define::  to  include  persons  suffering  from  Alzheimer's 
disease  or  a  related  disorder  wnc  zzzg  cczslzzi  care  because  they  need  help  or  supervision 
(inducing  physical  c^zszg  c:  verb-.:  remncirg)  to  perform  daily  activities  or  because  they 
behzve  in  a  way  that  nsis  their  zcclth  c:  safery. 

Publicly  funded  respite  program;  should  be  accessible  to  those  who  need  the  service, 
without  regard  to  age  cr  acuity  to  pay,  but  with  copayment  required  of  those  who  can 
afford  to  pay.  The  level  r.£  copaymen;  should  re  reasonable  and  should  take  into  account 
total  costs  o:  long  term  core. 

Respitc  services  should  be  available  whether  or  not  the  primary  informal  caregiver  resides 
with  the  person  for  wherr.  be  e;  <be  :s  prodding  care. 


Prepared  Statement  ot  Evan  Iverson 

Long  term  care  is  an   issue  of  growing  concern  to  rrost 
families  in  America.     Greater  longevity  and  preservation 
of  life  for  persons  of  ail  ages  has  numerous  social, 
economic,  medical  and  political  ramifications.     I  am 
certain  that  we  are  all  becoming  increasingly  aware  of 
the  opportunity  and  challenge  that  greater  life  expectancy 
provides . 

Some  choose  to  ignore  problems  that  many  seniors  face 
by  assuming  that  income  of  seniors  has  risen  sufficiently 
that  programs  such  as  social  security  cover  the  needs  of 
seniors.     Yes,  progress  has  been  made  but  numerous  studies 
indicate  the  poverty  among  seniors  is  greater  than  any 
other  adult  age  group. 

The  Older  Americans  Act  nas  provided  resources  and 
developed  an  aging  network  that  has  addressed  some  of  the 
critical  needs  of  the  elderly.     By  working  together  this 
network  has  been  able  to  sponsor  various  types  of  legis- 
lation and  initiate  programs  that  have  a  definite  impact 
on  the  quality  of   life  of  seniors. 

Washington  has  provided  leadership  in  addressing  long  term 
care  needs.     Listed  below  are  a  few  examples: 

o     Washington  State  nas  consolidated  the  administration 
cf  most  senior  programs  under  a  single  assistant 
secretary  in  the  Department  of  Social  &  Health  Services 

c     A  program  has  been  developed  for  training  and 
assisting  family  caregivers. 

c  A  strong  network  of  area  agencies  on  aging  which 
enables  us  to  plan  programs  and  target  resources 
in  a  manner  responsive  to  local  community  needs. 
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o     Area  agencies  have  established  one  or  more  senior 

information  and  assistance  programs  which  facilitate 
access  to  ail   available  services. 

o     Individual  assessment,  care  planning  and  case 
management,   is  provided  for  vulnerable  clients 
eligible   fcr  nursing  home  placement,   who  would 
like  to  remain  at  home  with  support  services. 

o     Washington's   long  term  care  system  includes  a 
variety  of  heme  care  and  community  services  as 
well   as  nursing  home  care. 

o     Washington  State  has  a  senior  citizens  services 
act  which  provides  funding  to  supplement  Medicai-d 
and  Older  Americans  Act  resources  for  long  term  cere. 

Despite  our  considerable  progress,   Washington  State  is 
unable  to  keep  up  with  the  growing  need  for  long  term 
care   services  . 

Unfortunately,   our  experience'  is  typical  of  most  other 
states.     Our  lone  term  care  6ystem  is  fundamentally  biased 
toward  nursing  home  services  because  of  the  federal 
Medicaid  entitlement. 

In  the  last  couple  of  years  state  budget  limitations 
have  precluded  caseload  growth  in  all  the  discretionary 
programs  which  are  financed  primarily  with  state  resources. 

Even  with  Title  XIX  entitlement  programs  developed  partially 
using  waivers,   community  services  receive  inadequate 
funding  and  nursing  home  budgets  continue  to  grow  rapidly. 

Recommendat ions : 

The  recommendations  of  the  National  Association  of 
State  Units  on  Aging   (NASUA).  provide  a  good  framework 
for  a  national  policy.     An  essential  part  of  any  nation's 
program  must  include  adequate  funding  for  a  continuum 
of  care   including  home,  community  and  nursing  home. 

To  achieve  this  a  federal  public  insurance  program  is 
required  in  addition  to  Medicaid  and  other  funds  used  pri- 
marily fcr  low  income  families.     A  major  contribution 
in  meeting  crucial  needs  of  seniors  could  be  made  by 
making  use  of  federal  funds  more  flexible.     A  waiver  which 
gave  broader  discretion  to  states  is  essential  in  meeting 
local  needs.     Efforts  are  being  made  in  Washington  and 
elsewhere  to  decrease  reliance  on  nursing  homes  and 
institution.       Such  efforts  can  only  be  successful  with 
adequate  funding  of  home-community  programs. 

Long  term  care  needs  will  increase  greatly  and  our  challenge 
as  a  society  is  to  reexamine  our  priorities  and  provide 
adequate  resources  fcr  the  care  of  individuals  in  need. 


Prepared  Statement  of  Ted  Dah! 

My  name  is  Ted  Dahl,  I  am  Chair  of  the  Pierce  County  Aging  and  Long 
Term  Care  Advisory  Board,  Our  agency  will  administer  almost  1.8  million 
Older  American's  Act  dollars  in  1991.  These  funds  have  a  considerable 
impact  on  the  quality  of  life  for  many  of  Pierce  county's  60  plus  citizens.  At 
this  time  I  would  like  to  make  several  points  concerning  the  importance  of 
the  Older  American's  Act  and  its  vital  link  to  the  expansion  of  needed  long 
term  care  services. 
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1.  It  is  important  that  the  Older  American's  Act  continue   to  place 

special  emphasis  on  outreach  to  minority  and  low  income.  Our 

seven  ethnic  congregate  meal  sites  have  linked  numerous  individuals  to  long 
term  care  services  they  otherwise  would  not  have  accessed. 

2.  Access  to  all  long  term  care  services  is  essential  in  assuring  that 
those  in  need  receive  help.  Information  and  Assistance  Programs  bring 
people  in  need  and  services  together.  Case  Management  provides  assessment 
expertise  when  needs  are  multiple  and  complex.  We  believe  that  case 
management  is  an  essential  core  service,  largely  responsible  for  the  successful 
implementation  of  Washington's  long  term  care  initiatives.  COPES  and 
Respite  are  specific  examples. 

3.  In-home  services  to  frail  older  persons  are  critical  to  maintaining 
individuals  in  their  own  homes.  Tide  III-D  funding  needs  to  increase  to 
reflect  the  fastest  growing  population  group,  those  85  years  and  older.  These 
type  of  services  are  critical  to  the  overall  goal  of  providing  in-home  care. 
Washington  state's  Chore,  Personal  Care  and  COPES  programs  serve  many 
citizens  in  need,  however,  Older  American  Act  funding  is  a  critical  safety  net 
for  those  persons  who  fall  through  the  gaps. 

4.  We  are  encouraged  that  the  Older  American's  Act  has 
recognized  the  importance  of  Ombudsman  funding.  Emphasis 
on  the  entire  long  term  care  system  is  necessary  to  ensure  that  the  most 
medically  fragile  and  vulnerable  of  our  society  continue  to  receive  quality  care 
in  a  setting  most  appropriate  to  meet  their  needs  and  circumstances. 

5.  We  believe  it  is  critical  that  the  Older  American's  Act  maintain 
maximum  flexibility  to  meet  local  needs  and  conditions.  Without 
this  flexibility,  our  community  needs  analysis  and  planning  efforts  are 
ineffective.  As  Washington  State  attempts  to  address  the  long  term  care 
needs  of  its  citizens,  Older  American  Act  funds  increasingly  must  be  able  to 
address  service  gaps. 

6.  Inter-generational  programs  have  long  been  needed  to  promote  healthy 
and  natural  helping  relationships.  They  are  also  essential  in  assuring  that 
ethnic  minorities  access  services.  We  strongly  encourage  the  use  of  meal 
programs  in  schools  where  feasible  and  the  sharing  of  day  care  facilities. 

7  In  the  past  25  years  Older  American  Act  funds  have  been  used 
to  develop  a  model  long  term  care  system  in  Washington  state. 

Put  together  with  the  strong  leadership  of  senior  citizens,  the  service 
framework  now  developed  can  be  used  by  others  needing  long  term  care 
through  other  funding  sources.  Throughout  the  development  of  this  cost 
effective  model,  local  input  and  therefore  ownership  was  key  to  success. 
Each  state  and  each  planning  and  service  area  will  be  unique  and  different 
Successful  long  term  care  models  must  acknowledge  this  and  be  flexible 
enough  to  meet  such  challenges. 

Thank  you  providing  us  with  the  opportunity  to  present  our  statements  this 
morning. 
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Prepared  Statement  of  Gene  Brooks 

Thank  you  for  the  opportunity  to  provide  written  testimony  to  your  committee. 
I  an  president  of  Senior  Services  of  Washington,  a  statewide,  600  member 
organization  of  aging  professionals.    SSOW  has  provided  an  independent  forum 
for  providers  to  gather  and  share  knowledge  and  ideas.    It  is  one  of  the 
oldest  and  strongest  state-level  organizations  of  its  type  (if  not  the 
oldest).    That  forum  has  meant  that  ideas,  models,  and  experiences  are  shared 
statewide  and  consequently  the  system  in  Washington  is  stronger,  more 
cohesive,  and  more  advanced  than  in  most  other  states.    I  am  currently  a 
member  of  the  board  of  directors  of  the  Washington  State  Senior  Lobby;  the 
Governor's  State  Council  on  Aging;  and  the  Washington  State  Long  Term  Care 
Ombudsman  board.    Professionally  I  manage  King  County's  aging  programs, 
personally  I  am  the  'older  daughter"  caregiver  of  my  mother  in  my  home. 

We  in  Washington  State  are  proud  of  the  progress  we  have  made  in  developing 
home  and  community  based  services  in  coordination  with  the  Older  Americans 
Act.    Especially  exciting  this  year  are  the  recommendations  of  the  State  Long 
Term  Care  Commission  and  the  resultant  Omnibus  Community  Based  Long  Term  Care 
Secured  Benefit  Act  now  being  considered  by  our  current  legislature. 

In  King  County  we  have  a  unique  system  consisting  of  an  interlocal  agreement 
between  King  County,  United  Way,  and  the  City  of  Seattle  which  administers  the 
local  area  agency.    These  three  entities  work  together  to  set  policy  and  make 
decisions  regarding  the  allocation  of  federal,  state  and  local  funds.    We  feel 
we  have  developed  a  good,  coordinated  system  of  services.    However,  our  good, 
coordinated  system  of  services  is  now  not  enough.    We  are  experiencing  severe 
gaps  in  the  services  we  now  must  provide  due  to  targeting,  servicing  the 
functionally  disabled  and  the  ever  increasing  elderly  population  in  general. 

In  my  position  with  King  County  I  spend  a  great  deal  of  my  time  in  the 
suburban  and  rural  areas  of  the  county.    It  is  as  a  community  advocate  that  I 
wish  to  address  several  issues  today. 

Of  course,  from  a  rural  standpoint,  transportation  is  a  number  one  issue.  In 
our  area,  in  the  rural  communities  of  Black  Diamond,  or  North  Bend  for 
example,  transportation  costs  are  prohibitive.    While  our  special 
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transportation  systems  are  funded  by  several  sources.    (Title  III,  Older 
Americans  Act,  Urban  Mass  Transportation  Administration,  the  state  Senior 
Citizens  Services  Act  and  local  county  general  fund  dollars)  we  can  no  longer 
provide  transportation  to  the  elderly  living  way  out  'in  the  hills'  of  Black 
Diamond  and  North  Bend.    Transportation  providers  are  not  able  to  absorb  the 
extra  cost  of  the  many  miles  that  must  be  driven  to  provide  just  one  person 
with  a  ride  or  a  home  delivered  hot  meal  or  a  frozen  Meals  on  Wheels  meal. 

We  have  spent  a  number  of  years  in  developing  a  network  of  community  senior 
centers  which  serve  as  the  local  focal  point  for  seniors  to  obtain  services 
and  have  access  to  the  aging  network.    We  now  find  that  due  to  transportation 
constraints,  seniors,  especially  in  rural  areas,  if  transported  at  all,  are 
there  for  only  the  lunch  period.    There  is  no  transportation  available  for 
seniors  who  wish  to  access  other  services  provided  at  the  centers,  such  as 
legal  assistance,  foot  care,  health  assessments,  and  social  and  educational 
programs.    Those  riders  who  are  transported  to  the  meal  programs  are  spending 
up  to  three  hours  on  the  van  for  an  hour  at  the  center.    It  1s  so  difficult 
for  rural  seniors  to  get  to  doctors  and  hospitals  in  urban  areas,  that  they 
are  giving  up  and  not  going  at  all. 

King  County  has  also  established  five  social  day  care  centers  in  local 
communities  as  an  expansion  of  senior  center  services.    There  1s  no  available 
funding  for  social  day  care  services.    The  King  County  pilot  programs  have 
proved  that  there  is  a  strong  need  for  this  level  of  respite  care.  Senior 
centers  administer  the  day  care  program  usually  in  coordination  with  a  local 
church  or  hospital.    This  cooperative  effort  results  1n  a  very  cost  effective 
program.    However  cost  effective  the  programs  are  struggling  because  of  lack 
of  transportation  resources. 

I  sincerely  hope  that  transportation  improvements  will  be  included  within  the 
Older  Americans  Act  reauthorization. 

The  State  of  Washington  Long  Term  Care  Ombudsman  Program  is  struggling  to 
provide  services  throughout  the  state.    Funding  must  be  renewed  each  biennium 
and  is  never  secure.    The  need  for  the  service  is  increasing  as  the  frail 
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elderly  population  increases.    Volunteers  are  waiting  to  be  trained  but  there 
is  not  enough  money  to  fund  local  programs.    There  Is  also  a  need  for 
ombudsman  services  in  areas  such  as  adult  family  homes.    At  the  present  time 
the  service  is  linked  only  to  nursing  homes.    Where  adequately  funded,  the  LTC 
Ombudsman  programs  work  well  and  successfully  combines  volunteer  training, 
advocacy  and  protection  of  patient's  rights.    However,  there  are  many  more 
seniors  in  other  group  living  situations  who  also  need  that  protection.  The 
Older  Americans  Act  should  more  fully  address  the  rights  of  an  elderly 
citizens. 


On  a  personal  level,  I  want  to  say  that  I'm  frightened.    I  had  or  1  should 
say,  experienced,  my  65th  birthday  last  week.    Even  though  my  profession  is 
aging  services,  even  though  I  plan  to  keep  working,  I  worry  that,  given  the 
plight  of  many  older  women  in  my  community,  how  am  I  going  to  be  able  to  take 
care  of  my  mother?    I  would  hope  that  the  Older  Americans  Act  will  adequately 
support  the  ever  increasing  number  of  older  women  who  are  also  informal 
caregivers . 


Thank  you  for  your  consideration. 


Prepared  Statement  of  Gail  S.  Hiestand 

Mr.  Chairman  and  members  of  the  Subcommittee  on  Aging,  I  am  Gail  Hjestand, 
Director  of  the  Kitsap  County  Area  Agency  on  Aging  and  Chairperson  of  the 
Washington  Association  of  Area  Agencies  on  Aging.  On  behalf  of  our  member 
organizations,  I  am  pleased  to  have  the  opportunity  to  address  you  on  the  subject  of  the 
Older  Americans  Act  and  the  aging  network  in  the  state  of  Washington. 

Much  of  my  testimony  regarding  specific  language  in  the  Older  Americans  Act  also 
appears  in  the  position  statement  of  the  National  Association  of  Area  Agencies  on  Aging 
(N4A),  where  I  serve  as  a  representative  of  Region  X,  which  includes  the  states  of 
Washington,  Oregon,  Idaho  and  Alaska.  As  a  member  of  the  N4A  Policy  committee  I 
spent  many  hours  helping  to  craft  these  positions,  and  they  represent  a  distillation  of 
views  from  throughout  the  nation.  My  remarks  will  highlight  those  reauthorization  issues 
which  I  believe  have  been  instrumental  to  our  success  in  Washington  and  will  be 
important  for  our  future  progress  and  the  development  of  long  term  care  nationally. 

GENERAL 

From  our  point  of  view,  the  Older  Americans  Act  has  been  successful  because  it  supports 
action  in  the  real  world,  as  opposed  to  excessive  categorization  and  top-down  program 
design,  and  this  feature  should  be  maintained  and  strengthened.  Area  Agencies  on 
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Aging,  by  definition,  arc  grounded  in  a  specific  area  environment.  The  planning  process, 
properly  utilized,  includes  assessments  of  the  needs  of  local  elders,  as  well  as  a  detailed 
assessment  of  the  challenges  and  opportunities  uniquely  present  in  that  area.  The  result 
is  a  localized,  tailored  response  that  can  fill  important  gaps  and  develop  needed 
programs.  The  aging  network  can  be  flexible,  innovative  and  opportunistic, 
characteristics  which  will  be  increasingly  useful  in  responding  to  unprecedented 
demographic  and  resource  changes. 

The  State  Unit  on  Aging  for  Washington,  the  Aging  and  Adult  Services  Administration, 
has  valued  this  local  approach  to  planning  and  service  delivery,  and  capitalized  on  its 
strengths  by  adding  significant  state  and  federal  programs  to  the  aging  network's 
traditional  Older  Americans  Act  responsibilities.  As  a  result,  we  are  able  to  impact  the 
continuum  of  community  based  care  in  our  local  areas  to  a  far  greater  degree  than 
elsewhere,  with  tangible  benefits  in  terms  of  coordinated  service  and  ease  of  access  for 
our  citizens.  By  consolidating  resources  and  focusing  on  a  comprehensive  approach,  with 
a  single  entry  point  in  local  Senior  Information  and  Assistance  programs,  we  are  creating 
responsive  systems  that  work  well  for  older  people  and  their  families.  In  addition,  our 
locally-based  process  empowers  our  older  citizens  and  helps  them  retain  their  ownership 
and  responsibility  for  the  community  systems  that  serve  them. 

Beyond  developing  appropriate  responses  to  local  needs  and  conditions,  however,  the 
Area  Agency  is  funded  and  supported  by  the  Older  Americans  Act  to  carry  out  an 
advocacy  role,  so  that  we  can  do  more  than  "play  the  hand  we're  dealt."  We  can 
proactively  influence  our  environments,  and  aid  in  the  creation  of  programs  and 
resources  that  would  not  otherwise  be  available,  or  not  be  available  in  a  manner 
appropriate  to  older  persons.  If  we  can  invent  a  better  mousetrap,  the  benefits  help  us 
increase  and  extend  services  to  more  older  persons.  A  case  in  point  occurred  in  my  own 
area.  We  were  able  to  help  form  a  public  transportation  system  by  mobilizing  public 
support  around  the  needs  of  the  elderly  and  handicapped,  as  well  as  children  and 
commuters.  As  a  result,  the  system  made  paratransit  a  high  priority,  and  we  have  been 
freed  from  spending  significant  amounts  of  social  services  funds  for  basic  transportation, 
redirecting  them  to  the  pressing  needs  for  in-home  and  community  care. 

In  spite  of  these  strengths,  some  improvements  to  the  Older  Americans  Act  are  needed. 
There  are  a  number  of  important  services  which  bear  on  the  well-being  of  older  persons 
that  we  should  be  able  to  coordinate  more  effectively,  such  as  housing  and 
transportation,  for  example.  Improvements  in  the  importance  and  visibility  of  the  aging 
network  nationally,  as  the  recognized  leader  with  the  mandate  to  forge  and  sustain  a 
coherent  system  including  the  wide  array  of  disparate  programs  and  activities  which 
respond  to  aging  needs,  will  only  increase  our  ability  to  do  likewise  locally. 

In  addition,  we  cannot  continue  to  broaden  the  scope  and  effect  of  aging  network 
activities  without  recognizing  the  need  for  appropriate  resources.  The  Act  must  provide 
for  them,  and  permit  as  well  as  encourage  Area  Agencies  to  develop  whatever  they  can 
in  addition.  Elimination  of  arbitrary  restrictions  on  resource  application,  as  well  as 
innovations  in  programs,  cost-sharing,  and  private  sector  involvement  will  all  be  necessary 
if  we  are  to  meet  the  challenges  of  the  next  decade. 

Therefore  we  would  recommend  the  following  changes  to  the  Older  Americans  Act 
language  to  further  the  development  of  flexible,  responsive,  effective  planning  and 
coordination  of  community-based  long  term  care  through  the  Aging  network: 
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TITLE  D 

1.  The  Older  Americans  Act  should  be  amended  to  elevate  the  position  of 
Commissioner  of  the  U.S.  Administration  on  Aging  to  Assistant  Secretary 
status  within  the  Department  of  Health  and  Human  Services.  This  would 
enhance  the  ability  of  the  Administration  on  Aging  to  act  as  a  visible  and 
effective  advocate  at  the  federal  level  for  all  older  Americans.  While 
support  for  the  Administration  on  Aging  has  improved  with  the 
establishment  of  a  direct  reporting  relationship  between  the  Commissioner 
and  the  Secretary,  the  Commissioner's  control  over  program  administration, 
operations,  and  budget  should  be  increased.  This  can  most  effectively  be 
done  by  elevating  the  position  of  Commissioner  to  that  of  an  Assistant 
Secretary. 

Reauthorization  Language:  Section  201  (a) 

Insert  after  "'Commissioner").'  the  following  new  sentence: 
The  Commissioner  will  function  at  the  level  of  Assistant 
Secretary  and  be  responsible  for  program  development  and 
administration,  operations,  and  budget  for  the  Administration 
on  Aging. 

2.  The  Act  should  reemphasize  the  importance  of  the 
Administration  on  Aging,  State  Units  on  Aging,  and  Area 
Agencies  on  Aging  as  focal  points  for  developing  and 
maintaining  a  national  system  of  services  for  older  Americans. 
AoA's  mandate  as  a  national  focal  point  for  aging  issues 
includes  coordinating  diverse  federal  programs  for  older 
Americans  (e.g.,  HUD,  Title  V,  Older  American  Volunteer 
Program).  It  also  includes  using  Title  III  funds  to  develop  a 
consistent  system  that  guarantees  a  basic  level  of  services  for 
older  Americans  throughout  the  nation. 

Reauthorization  Language:  Section  202  (a)  (2) 

Add  new  paragraph  (2),  as  follows: 

(2)  Serve,  with  State  Units  and  Area  Agencies  on  Aging,  as 
the  focal  point  for  developing  and  maintaining  a  national 
system  that  guarantees  a  basic  level  of  community-based 
services  to  assist  older  persons  throughout  the  United  States. 

Title  m 

1.       The  Act  should  be  amended  to  provide  a  lead  role  for  States 
and  Area  Agencies  on  Aging  in  the  development  and 
implementation  of  national  community-based  long  term  care 
program  and  also  to  emphasize  the  role  of  the  aguv  network, 
particularly  through  case  management,  in  other  feaeral  long- 
term  care  systems. 

Reauthorization  Language:  Section  202  fb)  (3) 

After  subparagraph  (3)  add  a  ne  subparagraph  (4),  to  read: 
(4^  participate  with  departmental  an  interdepartmental  bodies 
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and  the  legislative  branch  to  provide  a  lead  role  for  the 
Administration  on  Aging,  State  Units  on  Aging,  and  Area 
Agencies  on  Aging  in  the  development  and  implementation 
of  a  national  communitv-based  long-term  care  program  for 
older  adults  and  in  providing  case  management  in  other 
Federal  long-term  care  systems. 

2.  The  Act  should  be  amended  to  emphasize  the  role  of  Area 
Agencies  on  Aging  in  coordinating  all  federal  programs  for 
older  persons  at  the  local  leveL  This  builds  upon  the  "single 
point  of  entry"  concept,  where  Area  Agencies  on  Aging  need 
to  be  aware  of,  and  interact  with,  a  broad  range  of  programs 
affecting  older  persons  (e.g.,  HCFA,  SSA,  Medicaid,  housing, 
food  stamps).  It  also  recognizes  a  role  for  AAAs  as 
administrative  agencies  for  federal  programs  beyond  the 
Older  Americans  Act. 

Reauthorization  T  .angiiage  Section  306  (a)  (6)  (TP) 

Reword  Section  306  (a)  (6)  (H)  to  read  :  establish  effective 
and  efficient  procedures  for  coordination  between  the 
programs  assisted  under  this  title  and  all  other  Federal 
programs  for  older  persons  at  the  local  level,  with  particular 
emphasis  on  programs  described  in  Section  203(1^. 

3.  The  Act  and/or  regulations  should  be  amended  to  permit 
Area  Agencies  on  Aging  to  develop  resources  and  increase 
services  through  such  means  as  :  (a)  private  sector  grants, 
contracts,  and  initiatives  (e.g.,  contracting  to  provide  services 
and  care  management  to  the  private  sector);  (b)  cost  sharing; 
and  (c)  fund  transferability  between  m-B  and  III-C  It 
should  be  made  explicit  within  the  Act  that  funds  derives 
from  these  sources  will  be  used  to  increase  the  aging 
network's  capacity  to  provide  services.  The  funds  derived 
should  enhance,  rather  than  replace,  Title  ID  funding  for 
services  and  programs. 

Reauthorization  Language: 

Section  212  -  delete  the  term  "approval"  and  insert  in  its 

place  review. 

Section  306  (a)(6)  -  add  new  paragraph  (6),  as  follows: 
(6)  Area  agencies  on  aging  that  enter  into  contracts  with, 
receive  grants  from,  or  develop  initiatives  with  private  for- 
profit  organizations  shall  describe  the  methods  to  be  used  to 
assure  and  enhance  their  public  mission  and  responsibilities 
under  paragraphs  (I)  and  (5\ 

Section  307  (a)(27)  -  add  new  paragraph  27,  as  follows: 
(21)  The  plan  shall  provide  assurances  that  area  agency  on 
aging  activities  conducted  under  Section  306(a)(6)  will 
conform  to  their  overall  public  mission. 
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(A)  Nothing  in  this  paragraph  may  be  construed  to  mean  thai 
States  can  prohibit  or  require  prior  approval  of  agreements 
between  area  agencies  on  aging  and  private  for  -profit 
organizations,  except  as  those  agreements  conflict  with 
Section  306faV6V 

4.  Title  III-D  of  the  Act  should  have  authorization  levels 
increased,  without  decreasing  funding  under  other  titles,  to 
meet  the  unmet  service  needs  of  the  frail  elderly  and  the 
costs  of  administering  the  program.  Funding  levels  have  not 
been  adequate  to  provide  the  in-home  services  necessary  to 
help  maintain  the  frail  elderly  in  their  homes  and 
communities.  The  cost  of  administering  this  program  has 
reduced  the  amount  of  funding  available  to  other  Older 
Americans  Act  programs.  In  addition,  it  should  clarified  that 
Title  III-D  includes  personal  care  services. 

Reauthori-ratiVm  I  -anguage:  Section  303  -  increase  the 
authorization  level  for  Title  III-D  by  10  percent  per  year. 

5.  The  Act  should  be  amended  to  allow  Area  Agencies  on 
Aging  to  directly  provide  outreach  and  information  and 
referral  services.  Such  clarification  is  needed  to  assure  the 
use  of  Title  III-B  funds  by  the  Area  Agencies  on  Aging  to 
support  this  vital  activity  and  to  create  a  highly  visible  focal 
point.  Since  AAAs  are  charged  with  collecting  information 
on,  and  developing  systems  of,  community-based  care,  they 
become  the  primary  resource  regarding  the  availability  of 
public  and  private  services  in  the  community.  Although 
funded  under  Title  III-B,  information  and  referral  and 
outreach  services  should  not  require  a  warver  from  the  State 

The  Act  should  further  be  amended  to  allow  Area  Agencies 
on  Aging  to  directly  provide  case  management  using  Title  HI 
funds  without  State  waiver. 

Section  307(a)  (10)  -  add  at  the  end  of  the  paragraph  the 
following:  Outreach,  information  and  referral,  and  case 
management  services,  while  defined  as  supportive  services  for 
the  purpose  of  Title  HI.  are  exempt  from  the  prohibition  on 
direct  services  and  may  be  provided  directly  by  an  area 
agency  on  aging  without  a  waiver  from  the  State  agency. 

Section  321(aX3)  -  after  "services  available  to  them"  add  the 
following:  (including  outreach  and  information  and  referral 
services ). 

6.  The  Act  should  be  amended  to  create  a  separate  Title  for  the 
Long-Term  Care  Ombudsman  Program.  The  new  Title 
should  include  an  authorization  level  sufficient  to  fully 
operate  the  program.  The  authority  and  capacity  of  the 
ombudsman  program  in  insuring  quality  care  in  long-term 
care  and  community  residential  facilities  should  be  expanded. 
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7.  The  Act  and/or  regulations  should  be  amended  so  that  Area 
Agencies  on  Aging  administering  Title  III  funded  ombudsman 
programs  have  personnel,  supervisory,  and  oversight 
responsibility  and  authority,  and  access  to  ombudsman  files 
for  the  purpose  of  monitoring  and  supervision.  The  mandate 
for  confidentiality  is  recognized,  understood,  and  fully 
supported.  Procedures  to  assure  the  confidentiality  of  records 
should  be  developed  in  regulations. 

Reauthorization  Language:  Section  307  (a)(12) 

After  paragraph  307(a)(12)(E)  add  a  new  Paragraph  (f),  as 
follows: 

fp)  Area  agencies  on  aging  administering  Title  III  funded 
long-term  care  ombudsman  programs  shall— 

(i)  have  personnel,  supervisory,  training,  and 
oversight  responsibility  and  authority  for  the 
program  within  their  planning  and  service  area; 

(ii)  have  an  authorized  supervisor  with  sole 
agency  access  to  ombudsman  files  for  the 
purposes  of  monitoring  and  supervision:  and 

fiiO  develop  procedures  in  accordance  with 
paragraph  CD)  to  protect  the  confidentiality  of 
files  and  the  identity  of  complaints  and 
residents. 

8.  Title  Ill-funded  services  should  maintain  maximum  flexibility 
to  meet  local  needs  and  conditions.  The  Act  should  be 
amended  so  that  the  "adequate  proportion"  provisions  for 
funding  of  services  will  be  determined  by  local  needs  and 
resources  and  be  defined  in  the  Area  Agency  on  Aging  area 
plan. 

Reauthorization  Language: 

Section  306(aX2)  -  rewrite  section  306(a)(2)  and  add  new 
paragraph  (B),  as  follows: 

provide  assurances  that  an  adequate  proportion,  as  requires 
under  section  307fa)(72).  of  effort  and/or  the  amount  allotted 
for  part  B  to  the  planning  and  service  area  will  be  expended 
for  the  delrverv  of  services  under  paragraph  (A)  in 
accordance  with  paragraph  (B). 

(A)  an  adequate  proportion  of  effort  and/or  funding  will  be 
provided  for  the  following  categories  of  services  - 

(i)  services  associated  with  access  to  services 
(transportation,  outreach,  and  information  and 
referraO; 

fin  in-home  services  fhomemaker  and  home 
heaith  aides,  visiting  and  telephone  reassurance, 
chore  maintenance,  and  supportive  services  for 
families  of  elderly  victims  of  Alzheimer's  disease 
and  related  disorders  with  neurological  and 
organic  brain  dysfunction;  and 
fiii)  legal  services; 
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and  specify  annualW  in  such  plan,  as  submitted  or  amended,  i 
in  detail  the  amount  of  funds  expended  for  each  such 
category  during  the  fiscal  year  most  recently  concluded: 
fR~)  the  area  agency  on  aging  will  determine  the  amounts  to 
be  allotted  based  on  local  service  needs  and  conditions  and 
the  resources  available  to  the  area  agency  and  to  older 
persons  within  the  planning  and  service  area: 

Section  307(aX22)  -  rewrite  section  307(a)(22),  as  follows: 
The  plan  shall  provide  assurances  that  an  adequate 
proportion  of  area  agency  on  aging  effort  and/or  a  minimum 
percentage  of  funds  received  by  each  area  agency  for  part  B. 
or  other  community  resources  will  be  expended  to  provide 
each  of  the  categories  of  services  specified  in  section 
306£a)£2XA): 

9.       The  Older  Americans  Act  should  be  amended  to  restore  the 
provision  that  prohibits  State  Units  on  Aging  from  having 
prior  approval  of  grants  and/or  contracts  at  the  Area  Agency 
on  Aging  level.  Federal  interest  in  preserving  the  autonomy 
of  area  agencies  is  sufficient  to  restore  the  ability  of  area 
agencies  to  develop  an  area  plan  and  to  carry  out,  through 
contractual  or  other  arrangements,  a  program  in  accordance 
with  the  area  plan.  Making  grants  or  entering  into  contracts 
is  a  normal  exercise  of  area  agency  responsibility.  Current 
practice  needlessly  encumbers  the  contracting  and  grants 
process. 

Reauthorization  Language:  Section  307(aYl^ 

Designate  existing  paragraph  (I)  as  ( l)(A)  and  add  new 
paragraph  as  follows: 

(B)  In  carrying  out  paragraph  (A),  the  State  may  not  require 
the  area  agency  on  aging  to  submit  for  prior  review  or 
approval  any  proposed  subgrant  or  contracts  with  public  or 
private  agencies  or  organizations. 


Prepared  Statement  of  Kenneth  Camper 

I  am  Kenneth  Camper,  Director  of  SPICE  (School  Programs  Involving 
Community  Elders),  and  President  of  the  Washington  Association  of  Senior  Nutrition 
Programs.  I  wish  to  begin  by  expressing  my  thanks  to  Senator  Adams  for  holding  this 
hearing  on  long-term  care 

Synopsis 

In  the  few  minutes  I  have  today,  I  would  like  to  address  the  following  points:  In 
our  experience,  the  role  of  nutrition  has  not  received  the  attention  it  merits  with 
regard  to  long-term  care.  Nutrition  programs  have  gained  a  considerable  and  growing 
amount  of  experience  in  dealing  with  frail  older  persons,  and  during  their  25-year 
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history,  nutrition  programs  have  dealt  with  more  frail  elderly  than  any  other  federally 
sponsored  service  program  for  older  Americans.  The  congregate  and  home-delivered 
meal  programs  are  probably  the  most  visible,  recognized,  and  championed  service  of 
the  Older  Americans  Act.  This  year,  it  is  anticipated  that  over  250  million  meals  will 
be  served  in  both  congregate  dining  centers  and  the  home-delivered  program.  These 
programs  are  truly  the  cornerstone  of  the  Older  Americans  Act  and  are  viewed  in  many 
communities  as  the  critical  component  in  preventative  and  long-term  care  strategies. 
Yet,  discussions  of  long-term  care  frequently  fail  to  address  the  role  of  nutrition 
programs.  We  believe  that  this  role  needs  to  be  clearly  recognized,  and  we  would  like  to 
propose  some  specific  recommendations  with  regard  to  reauthorization  of  the  Older 
Americans  Act. 

The  Role  of  Nutrition  Programs  in  Long-Term  Care 

One  of  the  greatest  benefits  nutrition  programs  can  bring  to  these  deliberations 
on  long-term  care  is  the  considerable  experience  they  have  had  m  dealing  with  frail 
and  vulnerable  elderly  In  the  course  of  our  25-year  history,  we  have  learned  much 
about  the  needs  of  the  elderly,  and  we  have  been  successful  at  finding  ways  to  address 
some  of  the  most  important  needs  faced  by  millions  of  older  Americans.  This 
experience  has  given  us  insight  into  the  importance  of  nutrition  and  nutrition -related 
services  in  the  prevention  of  premature  loss  of  independence  and  the  progression 
toward  a  need  for  more  comprehensive  care. 

We  believe  that  our  primary  commitment  to  the  elderly  is  to  do  all  we  can  to 
keep  older  people  as  active  and  involved  participants  in  their  community,  so  that  they 
can  continue  their  meaningful  role  in  our  society.  With  regard  to  long-term  care,  this 
means  that  our  first  emphasis  must  be  on  those  services  that  work  to  prevent  the  need 
for  higher  order  interventions  such  as  in-home  and  institutional  care.  We  need  to  do  all 
we  can  to  help  people  stay  healthy  enough  so  that  they  can  mam  tain  control  over  their 
own  lives.  If  we  ask  ourselves  what  would  we,  as  long-term  care  recipients,  want  I 
think  that  most  of  us  would  agree  that  we  would  want  the  opportunity  to  avoid  total 
•  confinement  to  our  homes  or  to  an  institution-  We  would  want  our  basic  needs  met,  but 
we  would  also  seek  opportunities  to  get  out,  to  be  with  friends,  to  participate  in 
community  activities,  and  to  be  with  children  and  people  of  other  ages.  And.  above  all, 
we  wouid  want  the  opportunity  to  feel  that  we  are  stfll  important  members  of  our 
community  -  persons  capable  of  giving  something  back,  rather  than  passive  recipients 
of  care 
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Our  experience  has  shown,  that  if  we  focus  attention  only  on  reactive  strategies 
--  to  treating  people  only  after  they  are  already  sick  -  we  will  only  accelerate  the 
movement  of  elderly  toward  loss  of  independent  functioning  and  create  a  progressive 
cycle  of  increasingly  costly  intervention.  We  firmly  believe  that,  while  we  must  develop 
an  effective  system  for  rendering  in-home  and  institutional  care  for  the  growing 
population  of  older  people,  we  must  also  give  equal  attention  to  the  means  of 
preventing  the  need  to  resort  to  this  system. 

Congregate  programs,  which  allow  people  to  choose  opportunities  for  social 
interaction,  have  demonstrated  that  they  are  the  single  most  effective  and  cost-efficient 
strategy  in  helping  older  people  maintain  their  independence  and  avoiding 
progression  toward  the  need  for  in-home  care.  And  they  have  proven  they  can  do  so  in 
an  affordable  manner.  Congregate  nutrition  programs  accomplish  this  by  meeting  the 
two  most  basic  needs  of  all  individuals:  the  need  for  physical  sustenance  and  for 
positive  social  interaction. 

Extensive  research  has  shown  that  adequate  nutrition  is  one  of  the  key  elements 
in  preventing  disease  at  any  age.  In  old  age,  the  deprivation  of  adequate  food  can  have 
particularly  disastrous  results.  Evidence  suggests  that  at  least  65  percent  of  the 
elderly  admitted  to  hospitals  have  a  serious  nutritional  problem.  Since  diet  is 
implicated  in  6  of  the  10  leading  killer  diseases  and  since  nutrition  plays  a  role  in  the 
treatment  of  4  of  the  most  prevalent  chronic  disease  of  the  elderly  -  cardiovascular 
diseases,  cancer,  hypertension  and  diabetes  mellitus  --  the  importance  of  nutrition 
programs  for  the  elderly  cannot  be  overstated 

Likewise,  the  need  for  meaningful  contact  with  others  is  critical  in  maintaining 
a  sense  of  purpose  and  well-being  for  all  of  us.  In  one  of  but  many  such  reports,  Science 
magazine,  recently  published  research  concluding  that  "more  socially  isolated  or  less 
socially  integrated  individuals  are  less  healthy,  psychologically  and  physically,  and 
more  likely  to  die."  The  authors  went  on  to  state  that  "social  relationships  do  predict 
mortality  for  men  and  women  in  a  wide  range  of  populations,  even  after  adjustment  for 
biomedical  risk  factors  for  mortality."  Nutrition  is  then  both  psychological  as  well  as 
physical,  and  it  makes  good  sense  that  the  longer  people  remain  healthy,  the  shorter 
will  be  their  time  of  chrome  illness. 
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For  older  Americans,  congregate  nutrition  programs  have  proven  to  be  the  single 
most  effective  way  of  addressing  these  two  basic  needs.  Congregate  providers  operate 
15,000  centers  in  virtually  every  community,  and  provide  more  than  150  million  meals 
annually  to  3  million  people.  In  Washington  State,  more  than  300  congregate  programs 
serve  more  than  3  million  meals.  The  cost  per  person  is  much  smaller  in  comparison 
with  in-home  or  institutional  forms  of  care  and  the  benefits  to  individuals  by 
preserving  their  ability  to  control  their  lives,  are  tremendous. 

Our  experience  has  shown  that  congregate  nutrition  programs  also  provide  other 
major  benefits;  they  are  an  easy  and  effective  focal  point  for  the  delivery  of  many  other 
community  services.  Among  these  are  health  care,  nutrition  education,  exercise  and 
recreation  programs,  and  information  and  referral.  These  additional  services  provide 
support  to  help  older  people  continue  to  function  at  the  highest  level  of  independence 
possible.  I  think  nothing  sums  up  the  value  of  those  programs  more  than  this  example: 
At  the  SPICE  Program  in  Seattle,  two  of  our  participants  have  reached  100  years  (one 
just  turned  101)  and  both  still  live  in  their  own  homes.  They,  like  countless  others, 
readily  attribute  their  unusual  level  of  independence  to  the  benefits  of  regular 
participation  at  their  SPICE  center.  And  nutrition  programs  provide  a  vital  network  of 
support  to  people  who  are  convalescing,  by  visiting  them,  sending  them  greetings,  and 
encouraging  them  to  recover  as  soon  as  Dossible  so  that  they  can  rejoin  their  friends  at 
the  nutrition  program. 

Finally,  it  is  important  to  emphasize  here  that  even  though  we  recognize  the 
primary  role  of  prevention,  congregate  nutrition  programs  also  address  the  needs  of 
those  who  have  moved  beyond  the  ability  to  participate  in  them;  and  that  congregate 
programs  also  provide  the  core  of  the  delivery  system  for  services  to  those  who  need  in- 
home  care.  The  largest  and  most  well-known  of  these  is  the  home  delivered  meals 
program.  Large-scale  home  delivered  meal  service  began  with  congregate  programs, 
and  the  vast  majority  of  home  delivered  meals  come  from  congregate  providers.  In  fact, 
this  service  would  not  be  likely  to  exist  today  as  a  major  option  of  long-term  care 
without  the  organizational  backbone  and  administrative  support  provided  by 
congregate  programs  Because  of  the  commitment  and  support  of  congregate  providers, 
we  have  come  to  see  home  delivered  meals  as  an  integral  part  of  effective  in-home  care 
strategies.  Nationally,  nearly  100  million  home  delivered  meals  are  served  each  year 
by  nutrition  providers.  Washington  State  serves  more  than  2  million  home-delivered 
meals  annually. 
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Leadership  and  Innovation  from  Washington  State 

Here  in  Washington  State,  we  are  proud  of  the  leadership  role  that  nutrition 
programs  have  played  in  developing  new  and  innovative  programs,  both  for  congregate 
nutrition  and  for  home-delivered  meals: 

•  We  were  one  of  the  first  states  to  establish  strict  standards  for  congregate  and 
home  delivered  meal  programs  in  order  to  guarantee  the  highest  nutritional 
benefits  specific  to  the  needs  of  seniors. 

•  The  Seattle/King  County  Nutrition  Project  has  developed  a  nationally  recognized 
Mobile  Market,  which  offers  a  home  delivery  system  for  groceries  and  other 
essentials  to  home-bound  and  disabled  people. 

•  Many  nutrition  programs  in  Washington  offer  nutritional  Supplements  tc  home- 
bound  persons  who  are  unable  to  consume  regular  food 

•  We  pioneered  ways  to  greatly  increase  efficiency  and  to  better  meet  the  needs  of 
home  delivered  meals  clients  programs  by  developing  a  fresh-frozen  meal  system 
and  cook-chill  catering  system 

•  We  have  a  long  history  of  leading  the  nation  in  intergenerational  efforts.  For  1 7 
years,  Seattle's  SPICE  Program  has  offered  congregate  meal  services  within  public 
schools  themselves  This  has  been  proven  to  be  a  highly  cost-effective  program  that 
combines  nutrition  and  social  services  in  a  setting  where  seniors  can  make 
substantial  contributions  to  our  educational  system.  (This  program  serves  as  the 
model  for  the  School  Based  Meals  and  Intergenerational  Programs  Act  of  1990,  of 
which  we  are  pleased  to  have  Senator  Brock  Adams  as  the  prime  sponsor,  together 
with  Representative  Marilyn  Lloyd  of  Tennessee.) 

•  Washington  nutrition  programs  are  also  proud  of  our  record  of  serving  at-risk  and 
minority  elderly.  Together  with  support  from  the  Area  Agency  on  Aging,  nutrition 
programs  in  King  County  have  met  the  special  needs  of  more  than  a  dozen  ethnic 
minority  groups  by  establishing  separate  nutrition  programs  to  serve  these 
populations.  Twenty -three  percent  of  clients  served  by  nutrition  programs  are 
ethnic  minorities  ~  nearly  double  their  representation  in  the  general  population. 

•  And  finally,  the  Washington  Association  of  Senior  Nutrition  Programs  has  adopted 
a  position  paper  on  the  role  of  congregate  nutrition  in  long-term  care,  a  copy  of 
which  is  attached  to  my  written  testimony. 
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Conclusions  and  Recommendations 


Let  me  comment  briefly  then  on  recommendations  based  on  our  experience  with 
long-term  care  issues.  In  spite  of  the  impressive  record  of  nutrition  programs  over  the 
last  quarter  century,  the  central  importance  of  their  role  has  often  been  overlooked. 
Although  nutrition  represents  the  core  or  foundation  of  the  act,  and  is  one  of  its 
greatest  success  stories,  instead  of  expanding  support  for  nutrition  programs,  we  have 
allowed  funding  to  be  steadily  eroded  in  order  to  meet  the  needs  of  other  services. 
Since  1980,  total  funding  for  the  nutrition  program  has  increased  less  than  the  rate  of 
inflation.  More  importantly,  due  to  current  provisions  of  the  Older  Americans  Act,  up 
to  30  percent  of  funding  allocated  to  nutrition  can  be  shifted  to  meet  other  needs.  This 
has  led  to  significant  loss  of  funding  for  nutrition  and  has  forced  the  closure  of 
hundreds  of  nutrition  sites  across  the  nation  and  placed  restrictions  on  the  number  of 
clients  who  can  be  served.  Nationally,  $57  million,  or  17  percent,  was  transferred  out  of 
congregate  nutrition  in  1988.  In  Washington  State,  $1.6  million  or  28  percent  of 
funding  for  congregate  nutrition  was  reallocated  in  1989.  While  some  of  these  funds 
were  shifted  towards  home  delivered  meals,  others  were  diverted  for  entirely  different 
services. 

No  one  denies  the  critical  need  for  these  funds,  particularly  in  the  case  of  home 
delivered  meals.  But  to  meet  other  needs  at  the  expense  of  reductions  in  congregate 
meals  is,  we  believe,  a  serious  mistake.  In  so  doing,  we  are  forfeiting  the  preventative 
power  of  congregate  nutrition  programs  and  are  jeopardizing  the  foundation  upon 
which  other  essential  aging  services  are  built,  mcluding  home-delivered  meals. 

I  would  like  to  conclude  by  offering  some  specific  recommendations  on  what  can 
be  done  through  the  Older  Americans  Act  to  assist  the  aging  network,  including 
nutrition  providers,  in  playing  a  greater  role  in  long-term  care. 

•  We  believe  the  practice  of  allowing  transfer  of  funds  between  sections  of  the  OAA 
is  harmful.  In  the  past,  this  policy  has  led  to  the  erosion  of  funding  for  congregate 
•nutrition  as  a  means  for  funding  other  services.  Furthermore,  this  erosion  has 
occurred  without  the  knowledge  or  understanding  of  Congress  of  how  the  funds  it 
has  appropriated  are  actually  spent.  In  order  to  halt  this  loss  of  funding  for 
congregate  services,  we  recommend  that  future  transfers  between  the  various 
sections  of  title  III  no  longer  be  permitted,  and  that  transfers  be  frozen  at  their 
current  1991  levels  within  each  state. 
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•  Even  apart  from  losses  due  to  transfers  under  Title  III,  funding  for  nutrition 
services  has  not  kept  pace  with  inflation.  In  the  light  of  a  rapid  increase  in  the 
number  of  older  Americans,  and  in  recognition  that  every  dollar  appropriated 
generates  a  far  greater  return  in  the  form  of  volunteers,  in-kind  support  and 
participant  revenue,  we  believe  that  to  not  provide  continued  increases  under 
separate  appropriations  for  nutrition  and  supportive  services  will  lead  to 
inescapable  and  enormous  financial  demands  in  the  future,  which  could  be  avoided 
by  smaller  amounts  of  funding  now. 

•  We  also  recommend  that  funding  be  provided  for  innovative  programs  in  nutrition, 
s  ;n  as  the  School  Based  Meals  and  Intergenerational  Programs  Act  of  1990.  The 
opportunities  for  meeting  the  needs  of  seniors  and  our  society  are  constantly 
changing,  and  we  need  to  fund  those  innovative  programs  that  have  proven 
themselves  to  be  meeting  these  challenges. 

•  The  USDA  meal  reimbursement  has  been  frozen  at  the  same  level  ($.567)  for 
several  years.  We  believe  it  is  crucial  that  this  level  be  increased  to  reflect  the 
inflation  that  has  occurred  in  the  intervening  years,  and  that  provision  be  made  to 
link  future  reimbursements  to  the  consumer  price  index. 

•  Congregate  nutrition  sites,  as  well  as  multi-purpose  senior  centers,  are  community 
focal  points  for  services.  Because  in  many  communities  congregate  nutrition  sites 
take  the  place  of  multi-purpose  senior  centers,  we  propose  that  the  act  specify  that 
congregate  sites  may  be  designated  as  community  focal  points  by  Area  Agency 
plans. 

•  Finally,  we  fully  endorse  the  recommendations  of  the  National  Association  of 
Nutrition  and  Aging  Services  Programs  on  reauthoization,  contained  in  their 
attached  position  paper. 

Thank  you  for  the  opportunity  to  share  our  views  on  these  vital  issues  We 
appreciate  your  long-standing  commitment  to  improving  the  bves  of  Older  Americans, 
and  we  stand  ready  to  assist  you  in  any  way  we  can. 
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EXECUTIVE  SIM^RY 
OF 

A  POSITION  STATEMENT  OF  THE  WASHINGTON  ASSOCIATION  OF  SENIOR  NUTRITION 
PROGRAMS  ON  THE  ROLE  OF  CONGREGATE  NUTRITION  PROVIDERS  IN  EMERGING  LONG 
TERM  CARE  STRATEGIES. 


Long  Term  Care,  as  concept  and  as  goal  is,  arguably  the  issue  of  the 
l?90's  and  has  been  moved  to  the  top  of  the  Nation's  Agenda.  It  is 
considered  a  priority  issue  by  voters  young  and  old  and  affects  four  out 
of  five  American  families.  Long  Tern  Care,  as  used  here,  means  care 
provided  through  a  wide  continuum  of  services  to  persons  who  are  at  risk 
of  or  who  suffer  from  chronic  physical  or  emotional  conditions  that  limit 
their  ability  to  function  independently. 

The  Aging  Network,  after  twenty  three  years,  has  now  come  of  age  and  is 
ready  to  play  its  part  in  helping  to  solve  the  Long  Term  Care  crisis.  As 
part  of  the  Aging  Network  the  role  of  Congregate  Nutrition  Providers  is 
clear.    This  includes: 

•  Remaining  that  "Coramuni ty  Focal  Point"  for  Older  Americans  to 
access  needed  services  through  nearly  300  Community  Nutrition 
Sites  in  Kashington 

•  Meeting  the  service  needs  of  those  elderly  who  may  exist 
anywhere  between  free-living  independence  and  a  more  dependent 
status  requiring  more  restrictive  options  i.e.  adult  day  care  or 
nursing  home  placement 

•  Providing  social  relationships  in  community  settings  that  are 
now    cle2r]v    recognized   as   causal    in   keeping   people   well  and 

living  longer 

.  Continuing  as  on?  of  the  most  cost  effective  community  service 
options  in  the  Aging  Network 

«  Remaining  the  primary  provider  of  home-delivered  meals  tc 
homebound  elderly,  perhaps  the  fastest  growing  service  in  the 
Aging  community 

.  Recognizing  and  increasing  the  health  care  role  in  preventior 
and  treatment  of  such  chronic  killer  diseases  as  cardiovasculai 
diseases,  cancer,  hypertension  and  diabetes  melitus 

•  Insuring  that  service  innovations  i.e.  special  diets, 
nutritional  supplement  programs,  mobile  market  services,  etc. 
continue  to  address  the  needs  of  the  most  vulnerable  elderly 

As  Congregate  Nutrition  Providers,  our  role  will  be  both  significant  and 
■ul  tidimentional  in  meeting  the  challenge  of  Long  Term  Care  in  the  next 
decade . 


THE  ROLF  OF  CONGREGATE  NUTRITION  PROVIDERS  IN  EMERGING  LONG  TERM  CARE  STRATEGIES 


Long  Term  Care,  as  concept  and  as  goal  is,  arguably,  the  issue  of  the  1990's. 
The  challenge  of  Long  Term  Care,  from  financing  to  covered  services  has  been 
moved  to  the  top  of  the  Nation's  Agenda.  Long  Term  Care  was  a  major  issue  in 
the  just  completed  198F  political  cacpaigns,  it  is  central  to  any  attempts  to 
refom  Medicare  and  it  is  a  primary  topic  of  both  discussion  and  action  by 
State  and  National  Aging  Organizations.     Indeed,  it  is  an  issue  whose  time  has 
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Though  clearly  not  an  exclusive  issue  of  Older  Americans,  the  need  for  Long 
Term  Care  has  become  clear  as  we  focus  on  the  "Aging  of  America,"  a  phenomenon 
expected  to  last  veil  into  the  twenty-first  century.  Long  Term  Care  '88 
pollsters  conclude  that  "Long  Term  Care  is  the  #1  Domestic  Issue  for  Younger 
Voters"  as  well  as  "the  #1  Spending  Priority  for  Older  Voters."  Long  Term  Care 
'68  pollsters  further  conclude  that  "811  of  American  families  have  direct 
experience  with  long  tenr  care." 

Long  Term  Care  for  purposes  of  this  discussion  shall  mean  care  provided  through 
a  wide  continuum  of  services  to  persons  who  are  at  risk  of  or  who  suffer  from 
chronic  physical  or  emotional  conditions  that  limit  their  abilitv  to  function 
independently.  These  services  are  often  non-physician  services  and  most  can  be 
provided  in  the  persons'  home  or  community.  Historically,  the  vast  majority  of 
these  services  have  been  provided  by  family  members  at  f a n: 1 1  y  expense.  Tne 
financial  costs  coupled  with  conflict  over  feelings  of  guilt,  inadequacy, 
dependence,  control  and  choice  often  lead  these  families  to  financial  and 
emotional  ruin. 

This  bleak  family  portrait  does  not  have  to  be,  and  this  is  particularly  true 
for  Older  Americans.  Since  the  passage  of  the  Older  Americans  Act  in  196S, 
America  has  been  at  work  establishing  an  Aging  Network  of  State  Agencies,  Area 
Agencies  on  Aging  and  Service  Providers  to  provide  Community  based  services  and 
programs  that  assist  the  elderly  in  aaintaining  independence  and  dignity. 
After  twenty  three  years  the  Aging  Network  is  alive  and  well  providing  social, 
employment,  nutritional  and  other  services,  none  of  which  were  available  a 
generation  ago.  The  Aging  Network  has,  excuse  the  pun,  come  of  age  and  is  now 
ready  to  play  its  part  in  helping  to  solve  America's  Long  Term  Care  crisis. 

The  role  of  Congregate  Nutrition  Providers  is  clear.  Begun  in  1968  as  a 
demonstration  project,  funded  in  1972  as  a  National  Nutrition  Program  for  the 
Elderly,  the  program  today  includes .  nearly  300  Congregate  Nutrition  Sites  in 
almost  every  community  in  Washington.  Virtually  every  community  in  the  Nation 
has  access  to  such  Nutrition  Prograa  sites.  In  a  recent  Committee  Print  on  the 
Older  Americans  Act,  former  Congressman  and  Aging  Subcommittee  Chair,  Mario 
Biaggi,  identified  the  nutrition  prograa  as  a  "central  foca]  point  of  the  Older 
Americans   Act    for    the   past    IS  years."     He   states   that    the   average   age  of 
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program  participants  has  increased  and  thai  "for  those  seniors  who  were  'at 
risk."  of  institutionalization  the  intervention  of  this  service  averted  it 
entirely." 

Congregate  Nutrition  sites,  whether  officially  designated  or  not,  are 
"community  focal  points"  tha-t  older  persons  recognize  and  accept  as  places  to 
go  for  information  or  services.  Our  first  role  in  meeting  the  challenge  of 
long  term  care  is  to  continue  to  be  that  point  of  entry  for  older  persons  to 
access  the  services  of  the  Aging  Network. 

Joan  Barry,  in  a  recent  article  in  NAN ASP  NEWS  titled,  "Neighborhood  Nutrition 
Centers:  An  Important  Component  of  the  Long  Terr  Care  Continuum",  articulately 
describes  the  range  of  services  offered  at  most  Congregate  Nutrition  Sites  i.e. 
Health,  Consumer  and  Nutrition  Education,  Outreach,  Information  and  Referral, 
Transportation,  Socialization,  Recreation  and  Counseling  that  are  often 
peripheral  to  the  meal.  She  states  in  her  article  that  "the  Congregate 
Njtrition  Programs  can  fill  the  gap  between  the  independent  status  and  the 
dependent  status  met  through  the  adult  day  centers  or  nursing  homes."  This 
"cornn.jnity  option"  role  of  providing  appropriate  services  for  those  in  the 
midway  of  the  independence/dependence  continuum  must  be  strengthened. 

Recognized  for  years  by  Congregate  Nutrition  Providers  is  the  value  of  social 
interactions  that  necessarily  occur  at  Congregate  Nutrition  Sites.  Repeatedly, 
we  see  people  dramatically  improve  in  both  health  and  attitude  for  no  apparent 
reason  other  than  their  social  contact  at  the  nutrition  site.  The  value  of 
such  social  relationships  are  now  recognized  by  the  scientific  community.  In  a 
recent  article  in  Science  magazine,  published  bv  the  American  Association  for 
the  Advancement  of  Science,  titled  "Social  Relationships  and  Health"  the 
authors  conclude  that  "more  socially  isolated  or  less  socially  integrated 
individuals  are  less  healthy,  psychologically  and  physically,  and  more  likely 
to  die".  The  authors  go  on  to  state  that  "social  relationships  do  predict 
mortality  for  men  and  women  in  a  wide  range  of  populations,  even  after 
adjustment  for  biomedical  risk  factors  for  mortality."  It  makes  good  sense 
that  the  longer  people  remain  healthy,  the  shorter  will  be  theiT  time  of 
chronic  illness.  As  Congregate  Nutrition  Providers,  we  must  see  that  limited 
financial  resources  are  expended  wisely.  Ke  are  particularly  distressed  with 
the  increasing  transfer  of  funds  from  Congregate  Nutrition  Programs  to  Home 
Delivered  Nutrition  Programs  and  to  other  supporting  service  programs  including 
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case  management.  We  feel  that  the  least  restrictive  "couimuni  ty"  options  oust 
be  maintained  such  that  older  persons  are  not  moved  along  to  in-home  or 
institutional  alternatives  prematurely.  Ke  must  convince  the  leaders  in 
Washington  State  that  buying  more  meals  at  Congregate  Nutrition  Sites  will  mean 
buying  fewer  beds  in  Nursing  Homes. 

Another  major  role  played  by  Congregate  Nutrition  Providers  in  Long  Term  Care 
is  that  of  providing  home  delivered  meals  to  homebound  elderly.  Most  of  the 
300  Nutrition  Sites  either  directly  provide  this  critical  service  or  commit 
staff  and  other  resources  to  it.  K"hile  this  role  was  limited  years  ago,  today 
home  delivered  meals,  that  are  prepared  and  delivered  by  the  Congregate  Meal 
Provider,  rival  and  in  some  cases  exceed  the  total  volume  of  congregate  meals 
served. 

The  fact  that  good  nutrition  and  good  health  go  hand  in  hand  seems  almost  too 
obvious  to  mention.  The  critical  role  of  nutrition  for  the  maintenance  of,  or 
restoration  to,  optima]  health  must  be  more  strongly  recognized.  Most  evidence 
suggests  that  at  least  6S\  of  the  elderlv  individuals  admitted  to  hospitals 
have  a  serious  nutritional  problem.  Since  diet  is  implicated  in  6  of  the  10 
leading  killer  diseases  and  since  nutrition  plays  a  role  in  the  treatment  of  i 
of  the  most  prevelant  chronic  diseases  of  the  elderly  -  cardiovascular 
diseases,  cancer,  hyper  tens  ion,  and  diabetes  mellitus  -  the  importance  of  the 
nutrition  programs  foi  the  elderly  cannot  be  overstated.  Kith  the  Congregate 
Nutrition  Program  at  the  "Core,"  much  can  be  done  to  enhance  optima]  health  of 
the  elderly. 

The  National  Association  of  State  Units  on  Aging  in  its  "Federal  Long  Term  Care 

Reform  Proposal"  adopted,  among  others,  two  guiding  principles.  These  two 
were  that: 

"The  first  federal  dollar  of  the  new  program  should  be  for  home  and 
community  care,  to  overcome  the  bias  in  current  federal  financing 
mechanisms  toward  institutional  care;  and 

Covered  services,  regulations  and  standards  should  be  family-oriented 
and  biased  toward  the  least  intrus:ve  home  and  community  based 
assistance." 

As  discussions  proceed  at  the  State  level, let  us  again  be  mindful  of  the  words 
of  the  former  long  standing  Chairman  of  the  Subcommittee  on  Human  Services  of 
the  U.S.  House  Select  Committee  on  Aging: 
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"Yet  without  question  the  Older  Americans  Act,  while  maintaining  its 
excellent  traditions  must  also  enter  the  future  discussions  on  the 
development  of  a  national  long  term  care  policy.  It  is  vital  that  as 
we  develop  this  policy,  we  do  so  with  full  recognition  that  long  term 
care  must  be  more  than  one -dimensional .  It  must  include  a  community 
based  structure.  The  Older  Americans  Act  and  its  program  of  services 
belong  in  the  center  of  these  future  discussions." 

Throughout  the  Nation  we  are  seeing  service  innovations  by  Congregate  Nutrition 
Providers  that  go  beyond  their  normally  expected  role  ir,  an  effort  to  meet  the 
needs  of  increasing]}-  vulnerable  elderly.  These  include,  among  others,  an 
increased  emphasis  on  special  diets,  arranging  regular  visits  of  Nursing  Home 
residents  to  Congregate  Nutrition  Sites,  making  available  home  delivered 
Nutrition  Supplement  Programs,  offering  home  delivered  grocer)-  or  Mobile  Market 
services,  establishing  Congregate  Meal  Programs  in  Nursing  homes  and  adult  day 
-iters  and  increasing  utilization  of  the  audio-vjdec  media  for  health  and 
nutrition  education. 


As  Congregate  Nutrition  Providers  our  future  role  will  be  significant  as  well 
ss  multidimensional.  Our  openness  to  discover  the  cost  appropriate  role  and  to 
define  it  for  others  is  crucial  as  we  prepare  to  Essist  in  the  solution  of  Long 
Ten  Care  well  into  the  next  decade. 
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EXECUTIVE  SUMMARY 


The  NATIONAL  ASSOCIATION  OF  NUTRITION  AND  ACINC  SERVICES 
PROGRAMS  has  adopted  this  position  paper  as  it's  guide  for 
the  1991  reauthorization  of  the  Older  Americans  Act.  NANASP 
has  developed  these  recommendations  for  the  act  based  upon  two 
over-riding  concerns: 


the  level  of  federal  resources  actually  reaching  the 
direct  nutrition  service  level  of  the  network  has 
deteriorated  to  an  absolutely  critical  point 

the  general  lack  of  support  for  service  provider 
organizations  within  the  network  has  created  a  crisis 
in  program  operations 


NANASP  has  watched  with  growing  alarm  the  reduction  in  services  at 
the  very  core  of  the  network ...  the  direct  service  level.  Nutrition 
projects  nationwide  are  closing  sites,  cutting  staff  and  iransferring 
an  ever  growing  portion  of  the  support  for  their  programs  to  the  very 
people  whom  they  are  trying  to  serve.     A  recent  survey  of  our 
membership  revealed  that  for  the  projects  responding,   federal  Title- 
IIICl  dollars  had  actually  declined  for  the  period  from  FY82  to  FY89, 
and  that  program  income  from  participants  had  increased  over 
$10,000,000. 

This  reauthorization  provides  the  entire  network  an  opportunity  to 
re-establish  the  support  for  a  comprehensive  system  of  supportive  and 
nutrition  services  that  was  originally  envisioned.     NANASP  welcomes 
comments  on  our  positions,  and  we  are  committed  to  working  with  our 
peers  in  the  network.   Congress  and  the  administration  to  make  this 
reauthorization  a  meaningful  one  for  this  nation's  elderly. 


For  25  years,  the  Older  Amencans  Act  has  stood  as  this  nat.on's 
centerpiece  legislation  for  the  development  and  provision  of 
community-based  serv.ces  for  persons  aged  60  and  over.     It  established 
10  broad  obiect.ves  to  assure  the  preservation  of  individual  dignity, 
a  national  aging  network,  and  a  comprehens, ve  system  of  supportive  and 
nutrition  services. 

Today,  millions  of  older  citizens  benefit  directly  from  services 
provided  through  the  Older  Americans  Act  and  millions  more  benefit 
indirectly  as  a  result  of  an  informed  and  responsive  public.  Never 
before  in  this  nation  has  the  need  for  the  Older  Americans  Act  been 
more  critical- -and .  if  the  Act  did  not  exist,   we  would  have  to  create 
it.  or  something  like  it.  to  address  the  increasing  needs  of  a  grey.ng 
America . 

The  congregate  and  home-delivered  meal  programs  are  probably  the  most 
visible,  recogn.zed.  and  championed  service  of  the  Act.     This  year,  it 
,s  anticipated  that  over  250  million  meals  will  be  served  in  both 
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congregate  dining  centers  and  the  home-delivered  meal  program.  These 
programs  are  truly  the  cornerstone  of  the  Older  Americans  Act  and  are 
viewed  in  many  communities  as  the  critical  component  in  preventative 
and  long-term  care  strategies  for  the  aged. 

These  programs  also  have  a  track  record  of  creative  and  effective 
management.     Nearly  all  of  the  more  than   '5,000  nutrition  sites 
nationally  are  donated  by  communities  rent-free,  and  nearly  90  percent 
of  ail  the  staffing  is  provided  hv  volunteers.     Across  the  country, 
millions  of  additional  meals  are  provided  through  private  resources. 
As  increased  attention  is  focused  on  public:  private  partnerships,  the 
nutrition  programs  stand  out  as  a  modei  for  the  network. 

Yet,   with  all  the  indications  of  the  importance  of  these  programs,  the 
clear  message  from  membership  ir.  recent  surveys  was  that  nutrition 
programs  need  additional  resources,   attention  and  legislation  that 
supports  them  as  they  change  to  meet  the  shifting  needs  of  their 
clients  and  communities. 

THE  NEED  FOR  ADEQUATE  RESOURCES 

The  demand  for  nutrition  services  continues  to  escalate,   averaging  12 
p^rcpnt  annually  for  home-delivered  meals.     Countless  towns  and 
neighborhoods  wait  for  a  congregate  meals  site  to  be  opened  in  almost 
every  state.     Almost  half  of  the  respondents  to  a  recent  NAAAA  survey 
identified  congregate  meals  as  an  unmet  need,  and  over  801  identified 
home-delivered  meals. 

At  the  same  time,   the  need  to  fund  in-home  services  as  an  alternative 
to  institutional  care  has  gained  momentum.     But,   Older  Americans  Act 
funding,   which  was  not  designed  to  be  a  medically  intense  modality, 
has  not  significantly  increased  to  meet  the  greater  demand  for 
services  and  the  higher  unit  costs  of  in-home  services.     As  a  result, 
the  meal  programs,  particularly  congregate,   have  been  cannibalized  to 
supplement  in-home  services.     Programs  no  longer  decide  who  needs,  or 
does  not  need  service,   but  must  try  determining  the  relative  degree  of 
need  in  response  to  inadequate  resources      This  is  a  job  even  King 
Solomon  would  not  wish  to  address.     We  must  do  better. 
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The  following  table  illustrates  the  funding  pattern  established 

through  administrative  transfers  of  funds  in  1988.     It  should  be  noted 

that  even  after  these  transfers,  it  is  evident  that  all  services  are 

still  appallingly  under-funded.     The  N  AAA  A  survey  cited  unmet  needs  in 

transportation,   in-home  services,  and  personal  care  from  eight  out  of 

ten  respondents. 


Title  IHB  Title  IIIC-1  Title  IIIC-2 


Authorization  $379.6  $«14.8  $79. « 

Appropriation  $269.0  $34U.7  S75.6 

After  Transfers  $301.1  $287.9  S10S.6 

Although  all  parts  are  substantially  below  authorization  levels, 
congregate  meals  are  in  jeopardy.     Many  programs  are  at  risk  of 
reductions  in  service  and  closure  of  dining  centers.  Baltimore 
recently  was  forced  by  budgetary  problems  to  close  16  sites.     Thib  is 
being  repeated  nationally,   to  varying  degrees. 

This  is  a  critical  situation,   as  many  nutrition  sites  serve  as  the 

focal  point  in  the  community  for  senior  activities.     Without  such 

sites  many  programs  would  be  unable  to  provide  crucial  meals-on-wheels 

service  for  the  homebound. 

NANASP  suggests  the  following  actions  to  remedy  this  crisis  and 
support  services  at  adequate  levels. 


FIRST:     NANASP  supports  a  moratorium  on  transfers  from  Part  C  to  Part 
B  services.     This  will  prevent  further  erosion  of  meal  services  while 
ensuring  that  programs  currently  benefiting  from  transfers  are  not 

placed  at  risk. 

SECOND      Increase  funding  for  ALL  parts  of  the  Act  to  more  appropriate 
and  realistic  levels.     NANASP  suggests  increasing  appropriations  for 
Title  1MB  and  IIIC  by  8%  over   1990  levels,  and  for  C-2  by  12%, 


bringing  funding  to  $293,745,000  for  B,    $380,079,000  for  Cl,  and 
$88, USE. 720  for   C2  .     Additionally,    NANASP  endorses  similar  increases 
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for  Title  VI  Native  American  Grants  and  Title  V  Senior  Employment. 
Furthermore,   it  is  suggested  that  Parts  D,E,  and  F  funding  mechanism 
be  re-examined,  and  that  these  sections  are  appropriated  adequate 
dollars,   particularly  health  promotion  under  Part  F. 

THIRD:     NAN  ASP  also  supports  the  indexing  of  the  USDA  reimbursement 
to  the  cost-of-living,  as  it  is  in  the  school  lunch  program,   in  order 
to  keep  pace  with  escalating  food  costs.     This  very  valuable  source  of 
funding  for  programs  has  historically  lagged  behind  in  increases. 

FOURTH:     NANASP  supports  voluntary  contributions  from  clients  for  all 
services  provided  under  the  Older  Americans  Act  according  to  suggestec 
sltding-fee  scales  and  based  upon  voluntary  self- reporting  of  income. 
Nutrition  providers  have  shown  that  contributions  from  clients  can  be 
an  important  source  of  support  for  service  provision.  Nationally, 
nutrition  programs  return  about  fifty  cents  for  every  dollar  of  Title 
III  spent.     Unfortunately,  gains  in  this  area  have  been  offset  by 
transfers  of  grant  monies  out  ot  Title  IIIC.     Other  services  should  be 
challenged  to  perform  as  well  in  cost  sharing.     Programs  thai  do  well 
should  not  be  penalized  by  reduction  in  grant  funds. 

NETWORK  COMMUNICATIONS,  STANDARDS. 
AND  SERVICE  PROVIDER  RELATIONS 

Another  predominant  issue  that  was  reflected  in  our  membership  survey 
surrounded  the  whole  area  of  aging  network  communications  end 
recognition  ot  the  importance  of  service  providers  and  the  problem* 
with  which  they  are  faced.    One  member  contacted  our  office  noting 
that,  "It  is  ironic  that  in  defining  the  aging  network,  we  constantly 
hear  about  the  Administration  on  Aging,  the  State  Office  on  Aging,  and 
the  area  agency  on  aging,  but  seldom  even  hear  the  term  'service 
provider',  let  alone  recognition  pf  the  importance  of  this  level  in 
the  network." 

PROFESSIONAL  DEVELOPMENT:     It  must  be  recognized  that  private, 
nonprofit  agencies  across  America  who  provide  direct  service  to  the 
aged  are  at  risk,  and  the  Older  Americans  Act  should  help  them  One 
area  which  a  number  of  providers  expressed  deep  concern  was  in 
securing,   training,  and  retaining  staff.      Because  of  their  financial 
condition,   nonprofits  are  unable  to  offer  competitive  wages  and 
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benefits,   thereby  creating  a  staff  turnover  which  is  both  costly  and 
disruptive.     Programs  need  to  be  able  to  pay  adequate  wages  to 
maintain  quality  service. 

Additionally,  programs  are  unable  to  train,  or  assist  employees  in 

advancing  their  skills,  because  of  financial  constraints.     Title  IV 

was  once  an  important  tool  by  which  programs  could  meet  their  training 

needs.     Training  dollars  have  been  significantly  reduced,  or 

eliminated,  at  this  level,   isolating  service  providers  from  their 

peers.     Title  IV  funding  should  be  increased  significantly,  and 

emphasis  should  be  placed  on  training  at  the  service  provider  level. 

VOLUNTEER  DEVELOPMENT  :     Volunteers  play  an  important  role  in  provision 
of  services  in  Title  IHC  programs.     Additional  efforts  are  needed  to 
assure  the  continued  development  of  this  valuable  resource.  Volunteer 
recruitment,  development,   and  scheduling  are  an  additional  task 
involved  in  operating  Title  IMC  services.     Additional  funding  for 
volunteer  services  is  needed,   if  we  are  to  tap  new  volunteer  groups, 
coordinate  with  the  private  sector,   and  expand  services. 

NETWORK  STANDARDS:     Service  standardization  is  an  important  step 
which  must  be  undertakei.  if  we  are  to  involve  the  private  sector  in 
developing  products  and  services  for  the  aged.     The  latitude  allowed 
by  the  legislation  to  develop  local  systems  has  been  a  mixed  blessing. 
While  it  allowed  local  commun  ties  maximum  flexibility,   it  resulted  in 
the  establishment  of  a  nationwide  network  that  has  little  consistency. 
Definitions,  standards,  and  measurement  of  services  must  be  more 
universal  if  we  are  to  make  sense  of  what  we  are  doing  and  be  able  to 
'sell'  it  to  the  private  sector.     An  example  is  meal  standards  which 
originally  were  national  in  scope,  but  are  now  determined  on  a 
state-by-state  basis.     This  leads  to  an  inability  to  entice  national 
food  processors  and  suppliers  to  develop  products  for  the  meal  program 
network . 

Furthermore,   NANASP  recommends  that  the  AoA.  through  use  of  Title  IV, 
develop  and  produce  a  document  entitled  "Title  IIIC  Program  Standards" 
to  be  used  as  a  model  for  standardization  of  meal  programs  nationally. 
Such  development  should  include  service  provider  input  via  NANASP  in 
conjunction  with  USDA  and/or  ADA. 
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NANASP  also  strongly  encourages  the  AoA  to  have  a  full-time  registered 
dietitian  on  staff  whose  responsibilities  include  Title  NIC  oversight 
and  development  of  policies,   procedures,  and  guidelines  for  meal 
programs.     This  would  lend  the  professional  expertise  necessary  for 
the  development  of  nutrition  as  part  of  the  community-based  long-term 
care  system.     Such  a  person  would  be  most  appropriate  to  evaluate  the 
ability /potential  of  the  meal  program  network,  and  advise  the 
commissioner  on  the  feasibility  of  new  program  initiatives,   and  food 
safety  and  quality  issues. 

Menu  patterns  should  reflect  the  latest  findings  on  the  nutritional 
requirements  of  the  acied,  and  should  be  consistent  from  state  to 
state. 

NETWORK   INITIATIVES        NANASP  encourages  the  elevation  of  the 
Commissioner  on  Aging  to  that  of  Assistant  Secretary.     This  would 
enhance  the  efforts  towards  coordination  between  agencies  within  DHHS. 
and  improve  the  planning,   implementation,  evaluation  and  control  of 
programs  within  AoA. 

NANASP  supports  the  efforts  of  the  AoA  to  encourage  the  inclusion  of 
low-income  and  minority  factors  in  intra-state  funding  formulas  as  a 
method  of  refining  the  ability  to  target  funds  to  those  groups  in 
greatest  need.     NANASP  suggests  that  such  formulas  also  include 
factors  which  consider  the  number  of  individuals  over  the  age  of  75 
(an  indicator  of  frailty),  and  the  rural  nature  of  the  service  area 
(which  impacts  service  availability  and  cost). 

NANASP  also  suggests  that  a  study  be  undertaken  to  determine  the 
effect  of  the  inclusion  of  such  factors  on  the  interstate  funding 
formula  utilized  by  the  AoA.     Currently,  only  the  number  of 
individuals  60  plus  is  considered. 

NANASP  strongly  feels  that  there  should  be  no  change  in  eligibility 
age  for  Title  III  services.     The  program  has  always  been  available  to 
broad  segments  of  the  senior  population.     This  has  lent  a  diversity  to 
the  programs  which  has  strengthened  their  ability  to  develop  support, 
both  financial  and  volunteer.     Changes  to  the  eligibility  age  may  have 
an  adverse  effect  on  many  programs. 
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NANASP  supports  the  continued  separation  of  the  parts  of  the  QAA  as 
currently  designated,  including  authorizations  and  appropriations. 
The  design  has  served  the  elderly  population  well  over  the  years  and 
any  change  is  seen  as  unnecessary  at  this  time. 

It  is  suggested  that  in  carrying  out  Section  362.  Part  F  services, 
priority  be  given  to  congregate  meal  providers  funded  under  Section 
331  and  multipurpose  senior  centers  under  Section  321(b)(2). 

NANASP  supports  increased  allocations  for  grantees  under  Title  VI. 
Also-  Protection  should  be  given  to  current  Title  VI  grantees  from 
reductions  in  funding  created  by  the  addition  of  new  grantees. 
Comparability  of  Title  VI  services  to  those  funded  under  Title  III 
should  be  ensured. 

CONCLUSION 

The  Older  Americans  Act  began  as  a  uniguely  consumer-oriented  piece 
of  legislation.     Many  changes  have  occurred  through  successive 
reauthorizations.     Often  changes  to  improve  effectiveness  of  the 
network  resulted  in  greater  "bureaucratization",  with  resultant 
lessening  in  communication  and  collaboration.    NANASP  believes  the 
network  of  service  providers  deserves  attention,  recognition, 
training,  and  support. 

This  reauthorization  can  improve  ihe  cooperation,  communication,  and 
collaboration  which  was  once  inherent  in  the  network.    The  respect  and 
friendliness  between  levels  of  the  network  can  be  strengthened  and 
enriched.    Nutrition  programs  and  other  supportive  services  need  to 
change  with  their  environment.    The  OAA  needs  to  encourage  diversity 
of  programming  and  reward  responsiveness  to  the  unigue  characteristics 
of  local  communities.     It  needs  to  cast  aside  the  strict  hierarchical 
nature  that  has  invaded  the  network,  and  facilitate  partnerships  first 
within  the  aging  network,  and  then,  extend  them  to  private  industry, 
community  leaders,  and  other  institutions. 
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Prepared  Statement  of  Ray  Raschko 

Testimony  before  the  Senate  Subcommittee  on  Aging  of  the  Senate  Labor  and  Human 
Resources  Committee.  Hearing  held  in  Tacoms  ,  Washington. 

Thank  you  for  the  opportunity  to  speak  today.  My  name   is  Ray  Raschko,  MSW  and 
I  am  the  director  of  the  Elderly  Services   program  of  the  Spokane  Community  Mental 
Health  Center.  While  administered  by  a  community  mental  health  center,  Elderly 
Services   is  truly  unique  in  that   it   is  an   integration  of  aging  and  mental  health 
and  receives  slightly  more  than  half  of  its   funding  from  the  Eastern  Washington 
Area  Agency  on  Aging.  The  Older  Americans  Act   is  one  of  those  sources. 

1  would  like  to  spend  these  few  minutes   talking  about   the   importance  of  case  management 
as   the  primary  service  delivery  process   in   long  tens  care  generally,   and  the  Older 
Americans  Act   in  particular. 

It   is  extremely  important  that  we  realize   that  a  problem  at   least  as  great  as 
the   lack  of  services   faces  us.  That  problem  is   in  our  current  delivery  systems- 
we  are  unable   to  provide  services   to  those  who  most  need   them.   The   reasons  for 
this  not  only  lie  with  the  systems  of  care   -   bureaucratization,  fragmentation, 
specialization,  etc.   -  but  are  also  inherent    in  the  very  problems  most  requiring 
long  term  care  or  Older  Americans  Act   services  -  dementia,   stroke,  major  depression, 
no  support  system,  etc.   People  who  arc  moderately  to  severely   impaired   in  two 
or  more  areas,  such  as  physically,  mentally,   emotionally,   social 1\ ,  financially 
and   lack  of  a  positive  support  system  do  no  self   refer   for   long  term  care  services 
In   1990,    less  than  II  of  all  persons  receiving  case  management   in  Elderly  Services 
were  self  referred.   If  moderately  to  severely  impaired  people  are  referred,  it 
is  almost  always  because  someone  else   -   relative,  neighbor,  hospital,  physician 
does  it   for  them. 

Increasing  numbers  of  people  do  not  have  someone   to  perform  this   valuable  function 
for  them.   In  order  for  case  management   to  have  a  chance,    it  must   first  be  targeted 
in  a  very  proactive  way.  Our  systems  of  care  are  passive   in  this  regard  and  wait 
to  be  contacted.   Before  people  can  be  accessed  to  community  services   they  must 
first  be  identified  and  brought  to  the  attention  of  the  care  system.  Many  people 
have   support   systems   -   family,    friends,   neighbors  etc.    -  who  perform  this  function 
for  them.   Very  few  people  with  moderate  to  severe  need  for  care  identify  themselves 
or  access   themselves.  A  growing  number  of  such  persons  have  no  one   to  identify 
them  as  needing  assistance.   They  often   live  alone  and  are  very   isolated.    In  order 
to  identify  these  people  before  more  expensive   institutional  options  are  the  only 
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relevant  services,   it   is  necessary  to  organize  non-traditional  community  referral 
sources  Co  consistently  identify  these  people. 

This  approach  is  called  Gatekeeper  outreach  and  involves  the  organization  and 
training  of  community  businesses  who  have  contact  with  the  most   isolated  persons 
living  in  the  community.  These  are  electrical  and  natural  gas  utilities,  banks, 
apartment  managers,  cable  television  companies,  post  office,  police,  sheriff, 
fire  department,   phamtacists  ,   ambulance  companies,    fuel  oil  dealers  and  others. 

This  Gatekeeper  outreach  component  must  be  organized  by  and  belong  to  the  system 
of  care.   This  would  be   in  addition  to  the  telephone  information  and  referral  provided 
under  the  Older  Americans  Act.   Telephone   I  &  R  and  senior  centers  as   focal  points 
are  simply  not  relevant   to   identifying  the  moderately  to  severely   impaired  who 
have  no  support  system 

In  the    field  of  aging,    we  nav   successfully  argue   the  need   for    increased  social 
and  health  services.    However,    the   greater   problem,   may  be  our    inabilitv   to  deliver 
what  we  do  have   to  those  who  need   the   services   the  most.   We   have  a  significant 
"delivery   system"  probler   for    reasons  already  stated.   Gatekeepers  were  originally 
organized   to  assist   in  overcoming  this  serious  problem,   because  high-risk  elderly 
have  to  be   located  before  *he  other  problems  of  delivery  can  be  addressed.  Something 
else  we  have  discovered  is  that  most  caregivers  who  are  relatives  are  not  eager 
to  accept  assistance  and  relief  and  must   be  identified  by  others  and  "worked  with" 
for  a  period  of  time  before  they  are  willing  to  accept  even  small  amounts  of  respite. 

The  public  school  system  has   long  played  a  "gatekeeping"     role  in  identifying 
troubled  children,   especially  when   families  could  not  or  would  not  do  so.   We  have 
not  expected  the  child  tc  self-refer.    In  the   last   ten  years  we  have  seen  vastly 
increased  numbers  of  employee  assistance  programs   in  Che  workplace.     These  programs 
identify  troubled  adults  who  often  do  not   se 1 f- identify ,  whose   families  are  unable 
or  unwilling  to  access  them  and  whose  work  performance  is  a  major  symptos:  of  their 
problems.   Gatekeepers   is  an  attempt   to  create  a  system  that   functions  for  high-risk, 
vulnerable  elderly  living  in   the  communicv,   as  the  schools  and  the  workplace  function 
for  younger  people. 


More  traditional  outreach  efforts  in  aging  programs  have  succeeded  in  attracting 
older  pecple  who  can  seek  help  on  thei;   own  and  those  with  family  supports,  and 
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in  providing  them  access  to  the  service  system.   Such  efforts,   even  when  supplemented 
by  sophisticated  public  information  techniques,  have  not  been  successful   in  reaching 
isolated  elderly,  whose   isolation  itself  compounds  their  functional  disabilities. 
We   should  view  case  management   as   the  primary  component  of   Che  deliverv  system.  As 
the   primary  service/treatment   process,    it  should  provide  relationship,  continuity, 
empowerment    in  Che  broadest   sense,   and  the  "glue"  needed  by  the   person  and    Che  syscer 
as  well   as   brokering  and   linking.   Case  management   should  provide   three   important  elements 
of  coniinuitv   cf  rare   -   rontinuity  of  services/treatment,   continuity  of  relationship, 
and   continuity  o."   caring.    As   part  of  a  comprehensive  person-centered  network,   •  ase 
management    must    be   designee]   to  overcome  the  excremely  serious  barriers    inherent  ir 
case  management  which  ..-mpho  .=  i  ze  only  system  problems  as  well   az   barriers  inheren' 
m  approaches  which  or  1 y  enphasize  problems  within     the   individual . 

lnasmu^r   as    there    is    little    agreement   on   the   concept   of  case  management    and    the  ir.egrat. 
of   clinical    skills  with  broke r age /  1  mkage  skills,    it    is  necessary   to  detail    the  conpone- 
of  case  ma-- aperient   as  we  practise    it    in  Elderly  Services. 

Case  management  within  the  community  would  integrate  environmental  1  n  t  e  rven  1 1  cn  /  mar.  1  di;  . 
and   clinical    sk;lls     Fc:    persons  most    in  need  of   long  tern  care,   case  management  weulc 

ombine   the   sensitivity  and   relacionship  skills  of  the  therapist  wich   che  creati\ity 
and  action  orientation  o;    the  environmental   architect.   This    integration  will   do  much 
to  avoid   and   prevent    the  d   'eont  muity  and  disconnectedness  so  often   present  with 
current    lorms  of   case  management   and  service  delivery. 

Case  management   must  maintain  a  holistic,   biopsychosoc ia 1  approach  and   be   a  modality 
of   rractice,   not  merelv  an  administrative  or   resource  management    system  which  link', 
brokers,   or   coor-j  ir.ctes    formal    services,   although  these  are  also   important  functions. 
Case  managers   devote   substantial  effort    in  developing  a  human   relationship  and,  whenever 
possible,    case  managener.:    is   provided  by  the  same  person. 

The   core    components  of   case    management  as  currently  developed   and   practiced  include 
1.   .    Case    finding,   engagement,   and  ongoing  relationship  building 

2         Comprehensive  mu 1 t l -d isc ip 1 inary  evaluation/assessment   of   physical,  emotional, 
mental,    social,    financial,    activities  of  daily   living  and   support    system  functioning 
Included    in   this   is  an  assessment  of   individual   strengths,    aspirations,    needs  anu 
eOa  1  s 
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3         Development  of  an  integrated   individual   service/treatment    plan.    Elements  include 
medical,    soc ioecoraomic ,    psychiatric,   environmental,  medications  and  when  present, 
support   system  elements. 

U.        Implementation,   over   time,   of  service/ treatment  plan 

a.  Linkage  and  coordination  with  community   resources,    both   formal   and  informal, 
conducted  over  time  and  providing  the  specific  services  and  treatments  ca'  led  for 
in  the  plan  of  care. 

b.  Consultation  with   families,    family  conferences  and  other   parts  of   the  person's 
support    system.   The   family  serves  as  a  potentially   powerful   and   positive   natural  support 
system   for   it's  members. 

c.  Collaboration/consultation  with  phvsicians  and  hospitals  .hil  maintaining  primarv 
ongoing  responsibility. 

d     Maintenance  and  expansion  of   person's   social  netuorl's 
Case  management   should  be   the  dynamic    focal    point    in    lor.p   te:r?  cjro       U:U  maintaining 
continuity,    it    should   bring  to  bear  all   other    relevant    service-    ;rorr.  w«  t!;in    the  long 
term  care   system  -  personal   care,   home  health,    respite  (.die,        .    cm-ccs:  health, 
nutrition   services,    support   group  services   and   others.   -'    r«  conn  r..-   r    >;r.--ng  lederal 
eovcrr.nent    role    in  the  development   and    financing  of    lorp    tor.-   .-  ; :        Yi  •  own. 
OFFICE  OF  TECHNICAL  ASSESSMENT  recently   publishec   CONFUSED  M:.S5,    7,.  Kl>:  NFS  FAMILIES; 
finding  help  for  persons  with  Alzheimer's  disease  and  other   cieneni  ;  •    «;  sturi\ 

should   serve  as  a  most  useful  resource   for    legislation  and   pi  ar.ri ;  t!s> 

Prepared  Statement  of  Freda  Schwab 

I  am  Mrs.  Freda  Schwab.  I  am  84  years  old.  My  husband.  Bill, 
is  101  years  old.  We  have  been  married  almost  50  years  and  live 
in  Buckley,  Washington.  My  husband  founded  the  Buckley  Nursery  and 
grafted  the  now-famous  Pacific  Gold  Peach.     (See  attached  article.) 

On  April  29,  1990,  my  husband,  Bill,  fell  by  our  bed.  The 
scan  showed  that  he  had  a  hairline  fracture  of  the  pelvis. 

He  spent  4-1/2  weeks  in  a  hospital  bed  in  our  dining  room. 
Much  help  came  through  Good  Samaritan  Hospital.  Many  ladies  came 
to  bathe  and  help  me  with  him.  The  physical  therapist  spent  a  lot 
of  time  helping  him  to  walk  again.  * 

Then  on  March  6th,  I  had  a  furious  dizzy  spell.  I  crawled  on 
the  floor  to  call  911  and  was  taken  to  Enumclaw  Hospital.  It  was 
decided  that  I  had  an  inner  ear  infection.  Moreover,  Dr.  Tain,  our 
physician,  felt  that  I  was  worn  out  and  tired  from  taking  Core  of 
my  husband.  He  put  me  in  Good  Samaritan  Hospital  for  several  days. 
Tests  showed  that  I  needed  more  heart  medicine.  I  had  been  taking 
Nitroglycerin  pills  for  several  years. 

Dr.  Tait  knew  I  did  not  want  to  put  my  husband  in  a  rest  home. 
Bill  was  also  not  eligible  for  Hospice  because  he  is  not  a  terminal 
cas-i.     He  suggested  COPES. 

My  son,  Larry  Gilkenson,  and  granddaughter,  Roberta  Pclari, 
talked  with  Barbara  Bauml  from  Aging  and  Long  Term  Care,  and 
through  much  paperwork,  got  us  set  up  with  COPES.  We  are  very 
thankful  for  it. 

We  have  a  young  couple  now  that  help  me  with  my  husband,  and 
we  are  so  very  thankful   for  the  help  they  provide. 
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Man  of  a  century 

100th  birthday  marked  BMfe^fe^ 

for  nursery  tourider  Bhk 

»7 ji  r  W^n'o^ 


This  subcommittee  will  stand  at  recess,  subject  to  the  call  of  the 

[Whereupon,  at  11:57  a.m.,  the  Subcommittee  was  recessed,  sub- 
ject to  the  call  of  the  Chair.] 
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